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EDITORIAL 


Antitrust  Alert 


;l 


The  unheralded  appearance  of  Assistant  US  At- 
torney General  Charles  F.  Rule  startled  members 
of  the  AM  A House  of  Delegates  gathered  in  Dal- 
las in  December  1988.  Even  after  Rule  had  de- 
livered his  brief  address  at  the  opening  of  the 
Tuesday  morning  session  of  the  House,  few  del- 
egates fully  understood  the  chain  of  events  that 
had  brought  him  there.  Only  later  in  the  morn- 
ing did  AM  A Executive  Vice  President  James 
Sammons  take  the  podium  to  explain  to  the 
House  that  Rule’s  visit  came  on  short  notice,  but 
was  linked  to  an  agreement  that  the  AMA  would 
cooperate  with  the  Justice  Department  in  edu- 
cating physicians  about  antitrust  issues.  In  re- 
turn, certain  allergists  in  Boston,  obstetricians  in 
Savannah  and  dentists  in  Tucson  may  be  less 
likely  to  be  indicted  for  restraint  of  trade  in  the 
near  future. 

As  competition  changes  the  medical  market- 
place, we  are  hearing  more  about  antitrust  and 
its  ramifications  for  peer  review,  medical  socie- 
ties, physician  unions,  and  cooperative  medical 
practice  arrangements  of  all  kinds.  Physicians  are 
feeling  confused  and  threatened  by  these  murky 
new  dangers. 

Rule  suggested  a few  basic  guidelines  that  he 
thinks  will  help  physicians  void  antitrust  trouble. 
He  admonished  them  not  to  agree  with  compet- 
ing independent  physicians  “on  any  term  of  price, 
quantity,  or  quality,  ...  on  the  patients  you  are 
willing  to  serve,  the  locations  from  which  you  are 
permitted  to  draw  patients,  or  where  you  will 
locate  your  offices,”  or  on  refusing  “to  offer  your 
services  to  alternative  delivery  systems.”  He  made 
it  explicitly  clear  that  the  public  interest  in  quality 
was  not  within  the  province  of  the  Justice  De- 


partment. “Today  antitrust  enforcement  policy 
is  focused  solely  on  preventing  conduct  that 
threatens  to  raise  prices  to  consumers,”  he  said. 
“Never  think  you  have  the  right  by  whatever  pri- 
vate means  to  override  the  forces  of  competition, 
even  where  they  do  not  seem  to  be  providing 
sufficient  quality  or  sufficient  remuneration.  If 
consumers’  preferences,  as  expressed  through  the 
voice  of  the  marketplace,  are  for  low-cost  rather 
than  traditional  fee-for-service  medical  care,  you 
may  not  overcome  those  desires  by  agreement 
among  yourselves.  Those  decisions  are  for  Con- 
gress alone  to  make.” 

For  better  or  worse,  we  as  a nation  have  de- 
cided that  competition  shall  shape  the  delivery 
of  medical  care.  The  decision  is  reinforced  by 
the  perception  that  care  costs  too  much  and  the 
faith  that  free-market  competition  controls  costs. 
The  day  may  come  when  Americans  decide  that 
our  national  health  policy  should  be  driven  more 
by  professional  medical  judgment  and  issues  of 
quality  patient  care  than  by  cost  concerns  alone. 
In  the  meantime,  we  are  all  likely  to  get  a great 
deal  more  education  about  the  Sherman  Anti- 
trust Act. 

What  is  competition?  In  the  words  of  Princeton 
economist  Uwe  Reinhardt,  “Competition  means 
that  life  is  hell  on  earth  for  providers,  while  it  is 
cheap  and  easy  even  for  dumb  consumers.”  At 
least  half  of  Professor  Reinhardt’s  definition 
seems  applicable  to  American  medicine  today. 

Newell  E.  Warde,  PbD 

Executive  Director 

Rhode  Island  Medical  Society 
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Success  of  Contact  Chemolysis  in 
Calcified  Cholesteroi  Gallstones 


Dissolution  Accomplished  in  the  Face  of  Combined  Obstructing 
and  Non-Obstructing  Calculi 


Evan  Geller,  MD 
John  J.  Cronan,  MD 
Gary  S.  Dorman,  MD 
Michael  Rocchio,  MD 


Methyl  tertiary  butyl  ether  (MTBE)  is  an  ali- 
phatic ether  that  has  received  recent  attention  as 
I a cholesterol  gallstone  contact  dissolution  agent. 
Athough  structurally  related  to  diethyl  ether,  it 
remains  in  a liquid  state  at  body  temperature.' 
It  rapidly  dissolves  cholesterol  gallstones  both  in 
vitro  and  in  vivo^'^  and  compares  favorably  with 
the  currently  accepted  agent  of  choice,  mono- 
octanoin  (MO).  We  report  our  initial  experience 
with  MTBE  following  percutaneous  cholecystos- 
tomy  in  a patient  deemed  a poor  surgical  can- 
didate for  cholecystectomy. 

CASE  REPORT 

AR,  a 60-year-old  white  female,  was  hospitalized 
on  numerous  occasions  for  recurrent  episodes  of 
biliary  colic  and  acute  cholecystitis.  She  was  con- 
I sidered  a poor  surgical  risk  because  of  an  exten- 

j sive  history  of  coronary  artery  disease.  A con- 

i servative  course  of  medical  management  was 
j implemented  during  each  admission  (fat-free  liq- 

uid diet,  intravenous  hydration,  and  antibiotics) 
with  a gradual  abatement  of  symptoms.  Other 
significant  medical  history  included  non-insulin 
dependent  diabetes  mellitus,  hyperlipidemia,  and 
non-A  non-B  hepatitis  believed  to  have  been  ac- 


The  authors  of  the  following  article  are  with  the  De- 
partments of  Diagnostic  Imaging  and  Surgery  at  Rhode 
Island  Hospital  and  Brown  University  Program  in 
Medicine,  Providence,  Rhode  Island. 


quired  as  a result  of  repeated  blood  transfusions 
during  previous  coronary  artery  bypass  surgery. 

Diagnostic  imaging  studies  performed  prior  to 
her  current  hospitalization  included  two  unre- 
markable right  upper  quadrant  ultrasound  ex- 
aminations in  1984  and  1985  following  episodes 
of  right  upper  quadrant  pain.  One  month  prior 
to  the  present  admission  she  again  presented  with 
symptoms  of  post-prandial  abdominal  discom- 
fort and  nausea.  A repeat  ultrasound  at  that  time 
demonstrated  multiple  gallstones  (Eigure  1). 
Subsequent  Technetium  Disofenin  (DISIDA) 
scan  was  significant  for  non-filling  of  the  gall- 
bladder at  four  hours  despite  normal  transit  of 
tracer  activity  through  the  biliary  tree  and  into 
the  small  bowel,  compatible  with  a diagnosis  of 
acute  cholecystitis  (Figures  2A,  2B).  The  patient’s 
most  recent  admission  in  June  1987  was  precip- 
itated by  severe  post-prandial  pain  and  nausea. 
Body  temperature  was  mildly  elevated  at  100°F 
rectally.  On  physical  examination  both  voluntary 
guarding  and  rebound  tenderness  were  elicited. 
Laboratory  data  were  unremarkable  except  for 
a mild  leukocytosis  of  11,100  white  blood  cells 
per  mm^,  and  a chronically  elevated  serum  glu- 
tamic oxaloacetic  transaminase  of  41  lU/L  (range 
5-31)  and  serum  glutamic  pyruvate  transaminase 
of  57  lU/L  (range  5-31).  Gamma  glutamyl  trans- 
peptidase was  minimally  elevated  at  30  lU/L 
(range  5-29).  Serum  amylase,  alkaline  phospha- 
tase, and  total  bilirubin  were  normal.  An  admis- 
sion erect  plain  film  of  the  abdomen  demon- 
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Fig.  1 . Sagittal  ultrasound  of  gallbladder  demonstrating 
numerous  echogenic  foci  with  shadowing  (arrow)  com- 
patible with  gallstones. 


strated  layering  calcific  densities  in  the  right 
upper  quadrant  presumed  to  represent  gall- 
stones. The  patient  was  managed  with  intrave- 
nous antibiotics  and  appropriate  dietary  modi- 
fications resulting  in  a prompt  defervescence  and 
a more  gradual  abatement  of  her  abdominal 
symptoms. 

Because  of  the  increasing  frequency  of  the  at- 
tacks, the  potential  risk  of  progression  to  gan- 
grenous cholecystitis,  and  clear-cut  contraindi- 
cations to  surgical  intervention,  it  was  elected  to 
perform  a percutaneous  cholecystostomy  for  the 
immediate  purpose  of  decompression  and  sub- 
sequent gallstone  chemolysis  when  the  acute 
process  had  subsided. 

Percutaneous  cholecystostomy  was  accom- 
plished in  an  uneventful  fashion  on  the  sixth  day 
of  admission.  Under  computed  tomography  (C T) 
guidance,  a number  8 French  biliary  drainage 
catheter  was  placed  percutaneously  into  the  gall- 
bladder lumen  utilizing  a transhepatic  approach. 
Very  thick  tenacious  bile  was  aspirated.  A cho- 
lecystogram  performed  via  the  drainage  catheter 
demonstrated  multiple  stones  surrounding  the 
coiled  catheter  tip  within  the  gallbladder  fundus 
as  well  as  stones  within  the  neck  of  the  gallblad- 
der (Figure  3).  No  contrast  entered  the  common 
bile  duct  due  to  complete  cystic  duct  obstruction. 
The  indwelling  catheter  was  left  to  gravity  drain- 
age. 

Tube  drainage  was  minimal  (25  ml  total)  over 
the  ensuing  48  hour  period,  and  a repeat  tube 
cholecystogram  demonstrated  no  change  in  the 
number  or  location  of  gallstones.  The  tube  was 
exchanged  for  a number  10  French  nephros- 
tomy catheter,  and  aspiration  yielded  an  ex- 


A 

Fig.  2A.  One  hour  DISIDA  scan  demonstrating  per- 
sistent bile  duct  activity  and  activity  within  the  duo- 
denum. No  gallbladder  visualization  is  noted. 

B.  Four-hour  DISIDA  fails  to  show  gallbladder  activity. 


tremely  thick,  dark  “crankcase  oil”  material  which 
gradually  changed  in  nature  to  a mildly  hem- 
orrhagic material  of  lower  viscosity  with  gentle 
repetitive  irrigation.  Numerous  small  white  stone 
fragments  were  contained  in  the  aspirated  ma- 
terial. The  patient  was  returned  to  the  nursing 
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unit  on  an  intermittent  saline  irrigation  schedule. 

Gallstone  contact  dissolution  with  MTBE  was 
begun  on  the  eleventh  day  of  drainage.  Care  was 
taken  to  conduct  prior  in-vitro  testing  of  the  var- 
ious components  of  the  closed  delivery  and  ex- 
haust system  vis-a-vis  prolonged  exposure  to 
MTBE,  and  to  avoid  the  use  of  a percuflex  cath- 
eter (Mecli-tech,  Watertown,  Mass)  as  a conduit 
for  MTBE.  This  precaution  was  taken  to  insure 
the  integrity  of  the  system  when  exposed  to 
MTBE."*  Eollowing  an  initial  tube  cholecystogram 
and  with  the  patient  in  a semi-upright  position, 
MTBE  infusion  was  begun  by  instilling  5 ml  into 
the  polyethylene  catheter  then  withdrawing  it 
after  five  minutes.  This  regimen  was  continued 
for  a period  of  1 1/2  hours  and  was  gradually 
increased  to  a 10  ml  infusion  with  withdrawal 
after  ten  minutes  for  a 2 1/2  hour  period  and 
finally  to  a 15  ml  infusion  with  withdrawal  after 
10  minutes  for  an  additional  30  minutes.  Vital 
signs  were  monitored  very  closely  throughout  the 
procedure.  Tube  cholecystograms  repeated  mid- 
way through  the  procedure  and  at  the  end  of 
the  day  demonstrated  a decrease  in  the  total 
number  of  gallstones  and  an  increase  in  stone 
mobility  in  the  region  of  the  gallbladder  neck. 
The  patient  experienced  no  adverse  effects  over 
the  course  of  these  4 1/2  hours. 


Fig.  3.  Tube  cholecystogram  shows  pigtail  catheter  in 
gallbladder  and  numerous  stones  in  the  body  of  gall- 
bladder and  in  the  neck  of  the  gallbladder  (arrow- 
heads). An  additional  stone  is  causing  total  obstruction 
of  the  cystic  duct  (arrowhead). 


The  following  morning  MTBE  infusion  was 
reinstituted  without  first  performing  a cholecys- 
togram. Approximately  one  minute  following  in- 
itial installation  of  15ml  MTBE,  the  patient 
became  markedly  diaphoretic,  transiently  hy- 
potensive, bradycardic  (to  below  known  baseline 
bradycardia)  and  somnolent  with  the  distinctive 
smell  of  ether  detected  on  her  breath.  She  re- 
sponded quite  rapidly  to  resuscitative  measures 
including  intravenous  hydration,  Trendelen- 
burg positioning,  and  prompt  removal  of  in- 
stilled MTBE.  Repeat  tube  cholecystogram  (Eig- 
ure  4)  revealed  for  the  first  time  unimpeded 
drainage  of  contrast  material  into  the  common 
bile  duct  and  duodenum  with  complete  disso- 
lution of  all  gallstones  (a  small  persistent  filling 
defect  within  the  midcystic  duct  was  felt  to  rep- 
resent either  a kink  or  focal  area  of  fibrosis  upon 
several  subsequent  tube  cholecystograms). 

The  patient  was  discharged  to  her  home  the 
following  day  on  a daily  regimen  of  chenodeox- 
ycholic  acid.  The  cholecystostomy  tube  was  left 
in  place  and  continued  to  drain  externally.  She 
returned  on  two  other  occasions  for  catheter 
checks  and  change.  After  a trial  week  with  the 
tube  capped,  it  was  removed.  A repeat  ultra- 
sound study  at  that  time  demonstrated  a normal 
appearing  gallbladder  without  evidence  of  resid- 
ual calculi. 

Discussion 

Contact  dissolution  of  cholesterol  gallstones  is  not 
new.  There  is  a report  in  the  literature  of  1891 
utilizing  ether  as  a chemolytic  agent. ^ Since  the 
1930s,  a large  body  of  in-vivo  studies  has  been 
accumulated  regarding  gallstone  contact  disso- 
lution employing  a variety  of  agents  including 
warm  saline  and  olive  oil,*"  ether, ^ chloroform,® 
heparin,^  sodium  cholate,“*  and  various  combi- 
nations of  the  above,  all  of  which  have  been  aban- 
doned because  of  ineffectiveness  or  potentially 
serious  local  or  systemic  toxicity.  Routes  of 
administration  have  been  variable  and  have  in- 
cluded: an  intraoperatively  placed  biliary  drain- 
age catheter  following  cholecystectomy  and  cho- 
ledochotomy,^'^’  “ through  a nasobiliary  catheter 
positioned  within  the  common  bile  duct  or  into 
the  hepatic  ducts, or  via  a percutaneously  placed 
cholecystostomy^  or  choledochostomy*®  tube. 

Since  1 980  two  agents  have  dominated  the  field 
of  gallstone  chemolysis:  glycerol- 1-monoocta- 
nate  (mono-octanoin)  and  more  recently  methyl 
tertiary  butyl  ether  (MTBE).  Following  initial  in- 
vivo  canine  trials  of  gallstone  contact  dissolution 
with  MTBE'  it  became  apparent  that  MTBE  of- 
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fered  a distinct  advantage  over  inono-octanoin 
(MO)  in  rapidity  of  action.  MTliE  is  capable  of 
dissolving  cholesterol  gallstones  50  times  faster 
than  MO,  with  an  average  duration  of  therajjy 
approximating  4 to  16  hours  in  contrast  to  tlie 

3 to  21  days  necessary  for  MO.'  In  our  patient 
complete  stone  dissolution  occurred  after  a 

4 1/2  hour  infusion  period. 

Side  ef  fects  of  M4'BE  have  been  variable  and 
have  ranged  from  mild  and  transient  elevation 
of  liver  enzymes  following  catheter  removal'^  to 
burning  abdominal  pain  and  heavy  sedation  dur- 
ing actual  infusion.^  Erank  leakage  of  solvent  into 
the  peritoneal  cavity  or  hepatic  parenchyma  fol- 
lowing percutaneous  gallbladder  puncture  has 
thus  far  not  been  reported.  As  described  earlier, 
our  patient  experienced  a vasovagal-type  episode 
accompanied  by  heavy  sedation  following  instil- 
lation of  a large  volume  of  MTBE  into  the  gall- 
bladder on  day  two  of  therapy.  This  was  pre- 
sumed to  be  the  result  of  the  rapid  systemic 
absorption  of  MTBE  upon  entry  into  the  duo- 
denum. Duodenal  passage  of  MTBE  was  not  en- 
countered during  the  initial  treatment  phase  be- 
cause a stone  was  impacted  within  the  cystic  duct. 
This  event  clearly  illustrates  the  necessity  for  per- 
forming tube  cholecystography  at  reasonably  fre- 
quent intervals  during  MTBE  infusion  to  assess 
any  change  in  cystic  duct  or  common  duct  pat- 
ency. Our  experience  also  illustrates  that  rela- 
tively large  volumes  of  MTBE  (up  to  15  ml  or 


Fig.  4.  Tube  cholecystogram  on  second  day  of  MTBE 
therapy  shows  total  dissolution  of  gallstones  and  un- 
impeded drainage  of  contrast  material  into  common  bile 
duct.  Persistent  cystic  duct  defect  (arrow)  is  evident. 


the  ap{)roximate  gallbladder  capacity)  may  be  in- 
fuserl  at  any  one  time  without  adverse  systemic 
effects  jirovided  that  there  is  complete  cystic  duct 
obstruction. 

Whereas  others  have  demonstrated  the  utility 
of  MTBE  as  a contact  dissolution  agent  in  the 
setting  of  multiple,  relatively  small  non-obstruct- 
ing gallbladder  calculi'^  as  well  as  in  the  setting 
of  a solitary  large  gallbladder  calculus  causing 
complete  obstruction  of  the  cystic  duct,^  this  rep- 
resents to  our  knowledge  the  first  reported  case 
documenting  the  therapeutic  efficacy  of  MTBE 
in  the  face  of  both  non-obstructing  as  well  as 
obstructing  gallbladder  calculi. 

Although  it  has  been  recommended  that  con- 
tact dissolution  with  M EBE  be  attempted  only 
with  radiolucent  gallstones,'^  we  as  well  as  others'^ 
have  documented  its  efficacy  even  when  stones 
are  calcified,  so-called  “type  r’"*  cholesterol  gall- 
stones. Seventy  to  80  per  cent  of  gallstones  in  the 
western  world  are  composed  mainly  of  choles- 
terol. In  the  United  States,  approximately  50  per 
cent  to  70  per  cent  of  all  gallstones  are  Type  I 
stones  and  33  per  cent  of  these  may  have  radi- 
ographically detectable  calcifications.'®  The  sug- 
gestion that  one  is  dealing  with  calcified  gall- 
stones should  not  serve  as  a deterrent  to  MTBE- 
infusion  therapy.  Eurthermore,  by  employing  a 
multivariant  model  using  gallstone  buoyancy,  size, 
calcification-pattern  and  stone-surface  charac- 
teristics as  set  forth  by  Dolgin  et  al'^  or  by  per- 
forming duodenal  bile  aspiration  and  analysis  of 
the  chemical  composition  following  gallbladder 
stimulation,  one  may  considerably  augment  the 
likelihood  that  a calcified  gallstone  or  group  of 
stones  is  composed  predominantly  of  cholesterol 
and  not  bilirubinate.  This  is  an  important  distinc- 
tion which  would  considerably  alter  the  course 
of  therapy,  as  pigment  stones  are  refractory  to 
conventional  MO  and  MTBE  therapy. 

While  as  yet  an  unproven  technique,  in  the 
proper  clinical  setting  cholesterol  gallstone  dis- 
solution with  MTBE  may  serve  a minor  role  as 
an  invaluable  alternative  to  surgery.  Multiple 
gallstones,  obstruction  of  the  cystic  duct  or  ra- 
diographically detectable  calcification  (separately 
or  in  concert)  should  not  dissuade  one  from  this 
form  of  therapy  in  an  appropriate  patient.  Most 
encouraging  thus  far  has  been  its  therapeutic  ef- 
ficacy and  record  of  safety. 

Summary 

Contact  dissolution  of  cholesterol  gallstones  has 
emerged  as  a viable  alternative  in  patients  at  high 
risk  for  surgery.  The  newest  dissolution  agent 
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methyl  tertiary  butyl  ether  (MTBE)  has  under- 
gone a series  of  successful  clinical  trials  and  has 
compared  favorably  with  its  predecessor,  mono- 
octanoin  (MO).  Previous  studies  have  demon- 
strated the  utility  of  MTBE  in  the  setting  of  a 
large  solitary  gallstone  impacted  within  the  cystic 
duct  as  well  as  with  multiple  non-obstructing  gall- 
stones. We  present  a case  of  MTBE  contact  dis- 
solution in  the  face  of  combined  non-obstructing 
and  obstructing  gallbladder  calculi.  Whereas  oth- 
ers have  recommended  restricting  its  use  to  those 
gallstones  that  are  radiolucent,  we  have  shown 
that  MTBE  may  be  used,  and  excellent  results 
obtained,  even  with  calculi  that  are  calcified,  so- 
called  “Type  1”  cholesterol  gallstones. 


John  J.  Cronan,  MD 
Department  of  Diagnostic  Imaging 
Rhode  Island  Hospital 
593  Eddy  Street 

Providence,  Rhode  Island  02903 
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The  770  Building. 

For  professionals  who  are  on  the  move. 


If  you  are  in  the  market  for  a larger  office  suite  or 
are  leaking  to  establish  your  first  professional  office 
in  a high  visibility  area,  the  770  Building  could  be 
the  ideal  location. 

Situated  on  a major  thoroughfare  in  Providence, 
this  two  story  red  brick  and  cinder  block  building 
offers  9000  sq.  ft.  of  prime  office  complex  for 
physicians,  lawyers,  dentists  or  any  other 
combination  of  professionals. 

The  770  Building  is  just  moments  from  1-95  and 
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Brown  University. 

Offered  for  lease,  each  office  can  he  subdivided  to 
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interior  colors  and  window  treatments  to  private 
lavatories  and  kitchens. 
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ARAFATE* 


(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  cntical  for  concomitantly  administered  dnjgs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  exaeted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastnc  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other  Issued  1 /87 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers.’  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy  Carafate  rebuilds  mucosal ' defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


Pulvules* 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  respiratory  mfections.  mcludrng  pneumonia, 
caused  by  Streptococcus  pr^eumomae,  Haemophilus  mflueniae.  and 
Streptococcus  pyogenes  (group  A p-hemoly1ic  streptococci] 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECiOR  should  be  administered  cautiously  to  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ccclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
marltedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  Ipercentage  of  patients] 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever]  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reporter)  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children] 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly]  loeiossii 

Additional  information  available  from  Pv  zasi  amp 

Eh  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Non-Ionizing  Electromagnetic  Radiation 
and  Cancer  — Is  There  A Relationship? 

The  Ubiquity  of  Electromagnetic  Radiation  with  its  Possible  Health  and 
Carcinogenic  Potential  Suggests  a Research  Agenda 


Joseph  R.  Salvatore,  MD 
Alan  B.  Weitberg,  MD 


The  evolution  of  plant  and  animal  species  over 
millions  of  years  undoubtedly  has  been  affected 
by,  and  occurred  in  concert  with,  electromag- 
netic radiation  (EMR)  which  bathes  the  earth  in 
its  many  forms.  Although  the  interaction  be- 
tween EMR  and  living  organisms  has  long  been 
recognized,  only  in  the  last  few  hundred  years 
— with  concurrent  increasing  man-made  EMR 
and  scientific  sophistication  — has  an  interest  in 
elucidating  the  nature  of  this  interaction  arisen. 
In  this  paper  we  shall  review  current  information 
about  EMR,  its  interaction  with  living  organisms, 
particularly  human  beings,  and  its  possible  car- 
cinogenic potential. 

Electromagnetic  Radiation 

EMR  can  be  thought  of  as  waves  and  packets  of 
energy  which  are  normally  categorized  according 
to  the  number  of  completed  full  cycles  in  one 


Joseph  R.  Salvatore,  MD,  is  a Clinical  Assistant  Pro- 
fessor of  Medicine  with  Brown  University  in  Provi- 
dence and  associated  with  Electromagnetics-Oncology 
Research  in  Warwick,  Rhode  Island. 


Alan  B.  Weitberg,  MD,  is  an  Assistant  Professor  of 
Medicine  with  Brown  University  in  Providence  and 
Chief  with  the  Division  of  Oncology! Hematology  at 
Roger  Williams  General  Hospital  in  Providence,  Rhode 
Island. 


second,  also  called  its  frequency.  The  concept  of 
packet  and  wave  is  an  important  one  because  it 
is  believed  that  the  particular  nature  of  the  wave 
is  responsible  for  much  of  its  biologic  action.’  At 
the  lower  end  of  the  spectrum  are  the  extremely 
low  frequencies  of  energy  carried  in  power  lines, 
60  Hertz  (Hz)  or  cycles  per  second,  while  at  the 
higher  end  are  waves  such  as  x-rays  used  in  ra- 
diation therapy.  In  between  these  extremes  is 
EMR  represented  by  radiowaves  and  micro- 
waves. 

The  energy  associated  with  EMR  ranges  from 
very  low  energy  represented  by  radiowaves  to 
very  high  energy  represented  by  instrumentation 
used  in  radiation  therapy.  Distinction  between 
these  low  and  high  energy  levels  is  important 
because  it  represents  the  difference  between  non- 
ionizing and  ionizing  radiation  respectively.  Ion- 
ization occurs  when  the  electromagnetic  wave 
possesses  sufficient  energy  to  knock  electrons  out 
of  their  orbits.  This  energy  or  “photon  energy” 
is  directly  proportional  to  the  frequency  of  the 
electromagnetic  wave.^  Therefore,  with  increas- 
ing frequency  there  is  increasing  potential  for 
atomic  and  molecular  disruption,  i.e.  ionization. 
Energy  in  EMR  is  measured  in  eV  (electron-volts). 
As  a means  of  comparison,  penetrating  x-rays  of 
a frequency  of  10^”  Hz  generate  4.12x10^  eV, 
light  of  a frequency  of  6x10'“*  Hz  generates  2.47 
eV,  and  microwave  radar  at  lO’”  Hz  generates 
4. 12x10“^  eV.^  Radio  waves  generate  less  energy 
than  microwaves. 
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If  non-ionizing  radiation  does  not  create  ions 
in  tissue  by  moving  electrons  out  of  Orbits  as  ion- 
izing radiation  does,  how  does  it  interact?  I'liere 
are  two  j)erceived  inodes  of  action:  1)  by  creating 
an  increase  in  the  heat  witliin  the  affected  tissue, 
a “tliernial”  effect,  and  2)  througli  an  “atliermal” 
effect,  interacting  with  the  tissue  without  creat- 
ing an  increase  in  tem|)eratured  I liis  second  ef- 
fect is  much  less  well  defined,  and  research  is 
being  carried  out  to  study  its  interactions  and 
possible  carcinogenicity. 

Historical  Perspectives  — Animal  Data 

In  the  late  1 700s,  the  action  of  electricity  on  living 
tissue  was  demonstrated  by  (ialvani.  He  noted 
that  dissected  frog  muscle  which  was  in  contact 
with  a strip  of  metal  would  twitch  when  a spark 
of  electricity  was  generated  nearby,  but  not  in 
contact  with  the  metal  strip. ^ Volta  and  others 
showed  in  further  experimentation  that  Galva- 
ni’s  work  was  reproducible,  but  great  controversy 
surrounded  the  nature  of  this  “animal  electric- 
ity.”^ D’Arsonval,  at  the  turn  of  this  century,  used 
electricity  to  elucidate  the  workings  of  muscle 
contraction.  By  applying  current  with  frequen- 
cies approaching  2.5  Khz,  muscular  contraction 
became  more  intense  and  sustained,  a condition 
called  tetanization.  Among  his  most  important 
observations,  however,  was  the  fact  that,  when 
applied  current  had  a frequency  greater  than  10 
Khz,  warmth  but  no  contraction  was  generated.^ 
Medical  science  would  recognize  in  later  years 
that  electromagnetics  could  be  used  to  study  the 
human  being  in  disease  and  health  with  instru- 
ments such  as  the  electrocardiograph,  electroen- 
cephalograph, and  echocardiograph.  Electrosh- 
ock therapy  would  be  used  in  the  treatment  of 
psychiatric  illness. 

An  early  account  of  a physician  observing  the 
effects  of  electric  current  was  published  in  the 
Lancet  in  1880.®  Dr  A.  Allison  describes  a farm 
laborer  who  had  cancer  of  the  lip  and  chin  for 
about  one  year.  While  working  in  the  fields  he 
was  struck  by  lightening,  and,  when  examined, 
the  patient  emitted  a “strong  odor  of  ozone.”  The 
patient  was  bled  immediately  and  over  a two  week 
period.  The  tumor  regressed  completely.  He  re- 
mained disease  free  for  about  ten  years.  Dr  Al- 
lison called  upon  the  London  Cancer  Hospital  to 
conduct  tests  of  electro-treatment. 

Early  reports  of  experimentation  with 
EMR  included 

Szent-Gyorgi^  in  1933  exposed  Ehrlich’s  carci- 
noma cells  to  7.23  Khz  and  reported  no  specific 


el  feet.  I’ayne-Scolt  in  193(5  exj)osed  chick  em- 
bryo  heart  cells  in  tissue  culture  to  magnetic  fields 
of  50()()  gauss  and  concluded  that,  although  there 
were  no  visible  chromosomal  abnormalities  in  di- 
viding cells,  resting  cells  showed  “protojdasmic 
disintegrations.”®  Lenzi  in  1940  jjublished  what 
appeared  to  be  a scientilically  based  study  using 
exposure  to  varying  ffecjuencies  of  magnetic  field 
with  field  strength  of  1500  to  1700  gauss. ^ Ex- 
posure of  wounds  or  bone  wounds  t(^  magnetic 
fields  produced  no  appreciable  dif  ference  in  rep- 
aration. However,  mice  to  which  Ehrlich’s  car- 
cinoma was  graf  ted  showed  a delay  in  the  “take” 
of  the  neoplasm  when  exposed  to  magnetic  fields. 
Neither  constant  nor  alternating  magnetic  fields 
appreciably  changed  tumors  already  “taken.” 
MacLean  in  1959  published  a preliminary  report 
on  the  effects  of  intense  and  mild  permanent 
magnetic  fields  on  G3H  strain  mice.“*  Due  to  the 
lack  of  detail  in  this  paper  concerning  experi- 
mental design  it  is  dif  ficult  to  accept  conclusions 
with  certainty.'-’ 

Heller  in  1959  described  using  pulsed  27  MHz 
radiation  to  create  chromosomal  aberrations  in 
garlic  root  tips."  He  took  care  in  the  experi- 
mental design  not  to  increase  the  temperature  of 
the  water  in  which  the  root  was  growing.  Inter- 
estingly, the  author  pointed  out  that  the  aber- 
rations noted  were  similar  to  those  created  by 
ionizing  radiation.  Halpern  in  1964  examined 
the  effects  of  magnetic  fields  on  HeLa  Cells  in 
tissue  culture  with  exposure  to  1200  gauss  for 
two-seven  days  and  concluded  that  no  inhibition 
or  other  overt  effect  was  observed.'^  Halpern  also 
pointed  out  that  Gerencser  in  1962  had  reported 
inhibition  of  growth  of  5 marcesens  and  S aureous 
by  exposure  to  15,000  gauss  when  compared  to 
controls  but  not  until  five-eight  hours  after  ex- 
posure.'® Levengood  in  1966  designed  a mag- 
netic probe  which  provided  a non-homogeneous 
intense  magnetic  field  generating  9000  gauss  per 
mm  at  2 mm  from  the  probe  tip.  Drosophila  go- 
nadal organs  were  irradiated,  and  the  reported 
effects  included  growth  retardation  which,  even 
though  pupae  producing  the  first  generation 
were  exposed,  was  transferred  to  succeeding 
generations.  Importantly,  no  significant  heating 
was  noted  with  exposures  of  at  least  30  minutes. 

Malinin  in  1976  published  evidence  that  strong 
magnetic  fields  could  transform  mammalian  cells 
morphologically  and  physiologically.'®  In  this 
work,  heteroploid  L-929  and  diploid  WI-38  cells 
w'ere  exposed  to  5000  oersteds  for  four-eight 
hours  while  frozen  at  — 90  degrees  centigrade. 
After  thawang,  control  and  exposed  cells  w'ere 


16 


Rhode  Island  Medical  Journal 


! cultured.  Exposed  cells  showed:  1)  inhibited 

I growth,  2)  tightly  packed  aggregates,  and  3) 

; formed  ridges  several  layers  deep.  The  authors 

i concluded  that  exposed  cells  lost  contact  inhibi- 

I tion.  Additionally,  the  authors  noted  cellular 

changes  which  they  termed  “transformed,”  al- 
though they  pointed  out  that  this  term  did  not 
imply  neoplastic  transformation.  The  Mayo  Clinic 
in  1948  reported  the  first  confirmed  adverse  ef- 
^ fects  believed  to  be  due  solely  to  microwaves, 

cataractogenesis  in  clogs.'®  Simultaneous  wc^rk 
done  at  the  University  of  low^a  showed  a possible 
link  between  microwaves,  cataracts,  and  testicu- 
lar degeneration  in  dogs.  John  McLaughlin  in 
’ 1953,  a medical  consultant,  in  a report  to  the 

j military,  suggested  that  microwave  radiation  may 

, have  effects  such  as  purpura  hemcjrrhagica  (in- 

I ternal  bleeding),  leukemia,  cataracts,  headaches, 

I brain  tumors,  heart  conditions,  and  jaundice.'® 

I A few  animal  studies  have  been  conducted  to 

answer  directly  whether  microwave  radiation  is 
carcinogenic.  Preskorn  in  1978  published  data 
which  centered  around  implantation  of  a ho- 
j mogenate  of  lymphoreticular  cell  sarcoma  with 

i pre-  and  post-implantation  2450  MHz  micro- 

; wave  radiation  in  CFW  mice.'^  In  the  first  part 

of  the  study  the  fetal  mice  were  irradiated  both 
in  utero  and  post-implantation,  and  colonic  tem- 
peratures of  the  pregnant  females  increased  on 
average  2.24  degrees  centigrade.  The  authors 
believed  that  the  elevation  of  body  temperatures 
by  the  microwave  radiation  probably  enhanced 
immunocompetency  and  both  delayed  the  onset 
of  experimental  neoplasms  and  reduced  the 
mortality  of  tumor  bearing  animals. 

Szmigielski  in  1982  reported  acceleration  of 
benzopyrene-induced  skin  cancer  in  mice  by  the 
addition  of  exposure  to  2450  MHz  microwave 
radiation.'®  However,  the  authors  also  suggest 
the  possibility  that,  because  small  rodents  appear 
able  to  perceive  even  weak  microwaves,  the  ob- 
served acceleration  may  be  due  to  a stress,  or 
adaptation  reaction,  or  both.  They  also  point  out 
I that,  due  to  certain  differences  in  rates  of  energy 

i absorption,  the  mouse  model  has  inherent  limi- 

i tations  in  its  ability  to  predict  microwave  hazards 

in  human  subjects.  Balcer-Kubizek  treated  mice 
fibroblast  cells  with  2.45  Ghz  (Gigahertz)  micro- 
wave  radiation  in  combination  with  benzopyrene 
or  x-rays  and  found  a significant  enhancement 
of  transformation  frequency  in  certain  treated 
subgroups.'®  In  the  cells  treated  with  microwaves 
and  x-ray,  a group  was  then  cultured  with  12-0- 
tetradecanoylphorbol- 13-acetate  (TPA)  in  what 
was  reported  as  a non-transforming  concentra- 


tion. These  cells  showed  a significant  enhance- 
ment of  transformation.  Cells  not  cultured  with 
this  tumor  promoter  showed  no  increase  in  trans- 
formation. The  authors  conclude  that  low  level 
microwaves  at  2.45  GHz  induce  latent  transfor- 
mation damage  which  is  then  expressed  by  the 
action  of  tumor  promoters. 


Leukemia  and  lymphoma  appear  to  he  the  ma- 
lignant conditions  most  commonly  found  in  this 
association.  . . . 


Human  Studies 

A series  of  studies  over  the  past  ten  years  have 
been  carried  out  in  an  attempt  to  relate  exposure 
to  electromagnetic  radiation  in  various  forms  to 
an  increased  incidence  of  human  cancer.  Leu- 
kemia and  lymphoma  appeared  to  be  the  malig- 
nant conditions  most  commonly  found  in  this 
association,  although  primary  nervous  system 
malignant  disease  has  also  been  suggested.  Zaret, 
using  information  which  was  anecdotal,  noted  a 
possible  relationship  between  exposure  to  micro- 
w'ave  radiation  (radar)  and  cancer,  especially 
pancreatic  cancer.^® 

Wertheimer  and  Leeper  in  1979  studied  the 
possibility  that  magnetic  fields  generated  by  high 
current  power  lines  were  somehow  related  to 
childhood  cancer,  particularly  leukemia  in  the 
Denver,  Colorado  area.^'  They  pointed  out  that 
the  study  contains  no  specific  attempt  to  take 
direct  measurements  of  magnetic  fields  at  the 
homes  that  were  studied,  but  instead  based  the 
study  on  what  they  perceived  as  the  potential 
current  flow  suggested  by  various  wiring  config- 
urations. Wiring  near  homes  studied  in  both  cases 
and  controls  was  divided  into  high  current  con- 
figurations (HCC)  and  low  current  configura- 
tions (LCC).  The  authors’  data  showed  a corre- 
lation between  the  HCC  and  cancer  deaths 
primarily  from  leukemia.  The  authors  suggested 
a number  of  possible  explanations  for  their  find- 
ings including  the  concept  that  strong  magnetic 
fields  may  either  cause  malignant  disease  directly 
or  promote  it  indirectly. 

Fulton  et  al  the  following  year  were  unable  to 
duplicate  these  results. They  concluded  that 
there  was  no  relationship  between  leukemia  and 
electric  power  line  configurations. 

Wertheimer  in  a critique  of  Fulton’s  data 
claimed  that  re-analysis  using  the  HCC/LCC  des- 
ignations put  forth  previously  showed  a modest 
association  between  HCC  and  cancer.^®  A further 
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critique  of  Fulton’s  study  by  Bryan  concluded 
that  two  assumptions  made  in  the  study  brought 
the  conclusions  into  question. Wertheimer  in 
1982  in  a second  study  of  the  relationship  be- 
tween electric  power  line  magnetic  fields  turned 
her  attention  to  adult  cancer  cases. Again,  using 
divisions  of  wires  to  devise  a classif  ication  scheme 
that  included  very  high  current  configurations 
(VHCC),  ordinary  high  current  configurations, 
and  ordinary  low  current  configurations,  the  au- 
thors were  able  to  conclude  that  for  VHCCs  the 
proportion  of  homes  where  cancer  cases  were 
found  was  greater  than  in  control  homes.  Four 
types  of  cancers  were  noted  in  significantly  higher 
numbers:  nervous  system,  endometrial,  breast, 
and  lymphoma.  Though  the  association  was  sig- 
nificant, the  authors  were  of  the  opinion  that  this 
was  weaker  than  for  the  childhood  cancer.  They 
concluded  from  this  study  that  there  was  both 
an  apparent  dose  relationship  and  a pattern  of 
latency  consistent  with  tumor  promotion. 


(The  Spitz)  study  concluded  that  children  whose 
fathers  were  employed  in  occupations  with 
electromagnetic  field  exposure  were  at  signif- 
icantly increased  risk. 


A more  recent  study  in  Sweden  by  Tomenius 
attempted  to  correct  the  inconsistency  noted  in 
previous  studies  by  measuring  levels  of  magnetic 
fields.^®  Current  flow  was  determined  not  only 
by  direct  observation,  but  also  by  measuring  50 
FIz  magnetic  fields  at  the  front  entrances  of 
dwellings  of  both  cancer  cases  and  controls.  In 
this  study  childhood  cancers  for  subjects  up  to 
18  years  of  age  were  also  observed.  The  Tomen- 
ius study  data  did  not  confirm  an  excess  risk  for 
leukemia  (which  was  similar  to  Fulton’s  conclu- 
sions). There  appeared  to  be  a relationship  be- 
tween the  incidence  of  neoplasia  and  increased 
magnetic  fields  greater  than  or  equal  to  0.3  mi- 
crotesla (|xT).  This,  however,  was  significant  only 
for  nervous  system  tumors.  The  relationship  be- 
tween exposure  to  electromagnetic  fields  and 
nervous  system  tumors  had  been  reported 
previously.  Spitz  in  1985  reported  on  a relation- 
ship between  neuroblastoma  and  paternal  oc- 
cupation.^’ Since  the  peak  incidence  of  neuro- 
blastoma is  during  infancy  (50  per  cent  under 
two  years  of  age),  the  authors  suggest  that  pre- 
natal or  prezygotic  influences  may  have  an  im- 
portant role  in  the  pathogenesis  of  the  disease. 
Their  study  concluded  that  children  whose  fa- 


thers were  employed  in  occupations  with  elec- 
tromagnetic field  exposure  were  at  significantly 
increased  risk. 

Lin  also  in  1985  studied  the  relationship  be- 
tween exposure  to  EMR  and  the  incidence  of 
brain  tumors  in  white  males  20  years  old  and 
older. Mortality  rate  for  brain  tumor  was  se- 
lected because  it  was  believed  that  this  group  of 
disorders  would  be  difficult  to  misclassify  and  the 
diagnosis  on  death  certificates  would  therefore 
be  accurate.  The  authors  chose  categories  of  oc- 
cupation based  on  the  presumed  exposure  to  the 
EM  fields.  Their  results  suggested  that,  especially 
in  the  glioma-astrocytoma  group,  there  were  a 
greater  than  expected  number  of  brain  tumor 
deaths  in  electricity-related  occupations.  Addi- 
tionally, glioma-astrocytoma  patients  in  group  A 
(definite  exposure)  died  at  significantly  younger 
ages  than  those  in  group  D (no  exposure).  The 
authors  suggested  that  their  data  are  in  agree- 
ment with  others  (Easterly,  1981  and  Wert- 
heimer and  Leeper,  1982)  that  non-ionizing  ra- 
diation may  be  a tumor  promoter. 

Between  1982  and  1985  a series  of  studies  was 
published  which  linked  occupational  exposure  to 
electromagnetic  fields  in  workers  in  electrically- 
related  occupations  to  an  increased  rate  of  can- 
cer, particularly  leukemia.  Milham  used  propor- 
tionate mortality  ratios  (PMR)  and  found  more 
deaths  from  leukemia  in  workers  exposed  to  elec- 
tric and  magnetic  fields  than  those  not  ex- 
posed.^®’®**  He  concluded  that  EM  fields  may  be 
leukemogenic.  Milham  has  also  implicated  that 
this  suggested  leukemogenic  property  is  respon- 
sible for  increased  PMR  of  acute  and  chronic 
myeloid  leukemia  (AML  and  CML)  among  am- 
ateur radio  operators.^*  Wangler  has  criticized 
this  conclusion,  as  have  Seager  and  Currier. 

An  updated  version  of  Milham’s  data^®  published 
in  1988  offers  the  same  conclusion,  that  this  group 
is  subject  to  higher  mortality  from  AML. 

Wright’s  study  reviewed  leukemia  in  men  who 
were  listed  as  having  jobs  with  exposure  to  elec- 
tric and  magnetic  fields  at  the  time  of  diagnosis.^® 
Wright’s  work,  however,  differed  from  Milham’s 
in  that  Wright  used  proportional  incidence  ratios 
(PIR)  instead  of  PMRs  but  also  concluded  that 
numbers  were  highest  for  AML.  He  also  pointed 
out  that  the  issue  is  clouded  by  the  fact  that  these 
workers  may  also  be  exposed  to  chemical  carcin- 
ogens such  as  benzene  and  fluxes. 

After  reviewing  the  above  studies,  McDowall 
used  PMRs  to  analyze  occupational  mortality  and 
electrical  occupations.®’  He  concludes  that  these 
analyses  agree  with  the  data  of  the  other  two 
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studies.  McDowall  points  out,  however,  that  there 
is  inconsistency  between  the  studies  in  terms  of 
degree  of  risk  for  the  electrical  occupations  cho- 
sen and  mobility  between  occupations  making  it 
difficult  to  interpret  the  data.  Coleman  using  the 
ten  occupations  analyzed  by  McDowall  found  a 
17  per  cent  excess  of  all  leukemias  for  all  ten 
occupations.^®  The  excesses  were  noted  for  AML, 
acute  lymphocytic  leukemia  (ALL),  and  chronic 
lymphocytic  leukemia  (CLL)  but  not  CML.  While 
the  excess  level  was  significant  for  two  occupa- 
tions, electrical  fitters  and  telegraph/radio  op- 
erators, radio  and  radar  mechanics  had  a deficit 
of  all  leukemias.  The  author  felt  that  these  data 
were  broadly  consistent  with  the  three  previous 
studies. 

Pearce  noted  an  excess  of  leukemia  in  electrical 
workers  while  reviewing  a case  control  study  of 
leukemia  and  agricultural  occupations.®®  For  oc- 
cupations with  exposure  to  alternating  current 
fields,  an  excess  of  leukemia  cases  was  found  in 
electronic  equipment  assemblers  and  radio/tv  re- 
pairmen. The  author  notes  that  the  numbers  were 
too  small  to  investigate  risk  for  the  specific  leu- 
kemias, but  the  findings  support  in  general  terms 
the  possibility  of  increased  risk  of  leukemia  in 
electrical  workers. 

Finally,  Barregard  studied  cancer  incidence  in 
workers  in  a chloralkali  plant.^®  Direct  current  of 
100  kiloamps  (kA)  used  in  the  process  of  pro- 
ducing chlorine  by  electrolysis  produces  strong 
static  magnetic  fields.  The  cancer  incidence  in 
men  in  the  Swedish  county  where  the  plant  is 
located,  was  compared  to  the  expected  cancer 
incidence  in  Swedish  men  in  general.  No  increase 
in  mortality  of  exposed  subjects  was  found,  and 
the  incidence  of  cancer  was  not  increased.  This 
study,  it  should  be  emphasized,  had  to  do  with 
static  magnetic  fields  as  compared  to  other  stud- 
ies where  the  subjects  were  exposed  to  power  line 
fields  which  carry  alternating  current. 

These  studies  have  been  criticized  in  both  the 
medical  and  engineering  literature.  Liburdy 
characterized  Milham’s  1982  suggestion  that  EM 
fields  are  carcinogenic  as  “alarmism.”””  An  edi- 
torial review  in  the  Lancet  in  1983  of  studies  to 
that  date  expressed  the  view  that  clusters  of  AML 
were  worrisome,  but  pointed  out  that  the  evi- 
dence was  inconsistent."*^  It  also  noted  that  much 
of  the  evidence  was  based  on  PMRs,  which,  the- 
oretically, can  be  misleading.  Most  of  the  criti- 
cism of  these  studies,  however  (including  those 
of  Wertheimer  and  Leeper)  centers  around  a few 
basic  design  and  interpretation  problems.  In  al- 
most all  studies  there  is  a lack  of  quantification 


of  the  strength  of  fields  involved  as  well  as  length 
of  exposure  to  the  EM  fields,  and  these  appear 
to  be  repeatedly  acknowledged  as  major  limiting 
factors  in  these  studies. Further,  there  is  a 
failure  to  account  in  a systematic  way  for  other 
agents,  including  chemicals  and  fumes,  which  may 
be  considered  carcinogenic.*®  "*®  Currier  in  a crit- 
icism of  Milham’s  study  of  amateur  radio  oper- 
ators points  out  that  other  health  related  factors 
such  as  smoking,  obesity,  diet,  and  alcohol  intake 
must  be  considered.®"* 


These  studies  have  been  criticized  in  both  the 
medical  and  engineering  literature. 


The  epidemiologic  and  statistical  methods  used 
to  arrive  at  conclusions  in  these  studies,  including 
PMR,  PIR,  death  certificates,  and  nature  of  the 
control  group,  all  can  generate  misleading  in- 
formation."*® "*®  As  Shiekh  points  out,  higher  pro- 
portionate mortality  from  one  cause  may  be  due 
to  lower  proportionate  mortality  from  other 
cases."*’  Finally,  there  is  a mixture  of  frequencies, 
as  well  as  variations  in  the  use  of  electric  versus 
magnetic  fields,  which  makes  comparison  diffi- 
cult. Some  studies  and  reviews,  including  the 
studies  of  Fulton  and  Barregard,  have  shown  no 
clear-cut  health  hazard,  particularly  no  increase 
in  the  risk  of  developing  cancer.*®  Robinette  stud- 
ied the  effects  of  microwave  radiation  (radar)  on 
the  health  of  military  personnel  from  the  Korean 
War  with  exposure  from  1950-1954.®®  He  in- 
cluded 20,000  subjects  with  “maximum”  expo- 
sure and  20,000  with  “minimum”  exposure.  He 
reports  that  no  adverse  effects  were  detected  that 
were  attributable  to  presumed  microwave  ex- 
posure during  this  period;  and  he  also  noted  that 
the  exposure  was  potentially  rather  than  actually 
measured.  Calle  in  1985,  after  studying  mortality 
data  for  the  ten  electrical  occupations  used  by 
Milham  and  Wright,  reported  that  no  pattern  of 
excess  mortality  from  leukemia  was  found.®* 
McDowall  in  1986  reported  on  the  mortality  of 
8,000  persons  who  were  identified  as  living  in 
the  vicinity  of  electrical  transmission  facilities.®^ 
The  study  concluded  that  there  was  no  evidence 
to  indicate  a major  health  hazard  and  that  the 
data  did  not  support  the  previously  reported  as- 
sociation of  exposure  to  EM  fields  with  AML  and 
lymphatic  cancers. 

Concern  over  the  possible  health  effects  of  EM 
radiation  generated  by  current  carried  in  power 
transmission  lines  prompted  the  state  of  New 
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York  to  conduct  tlie  New  Yoi  k Power  Lines  Proj- 
ect’s study  “Biological  Effects  of  l\)wer  fane 
Fields.”  I’lie  final  report  was  released  in  July, 
1987.^^  Among  its  studies,  the  relationship  be- 
tween EM  radiation  and  cancer  was  examined 
both  m vitro  and  in  ejjidemiologic  studies.  Clon- 
ogenicity  of  malignant  colon  cells  was  assessed 
after  exposure  of  the  cells  to  electric,  magnetic 
and  electric-magnetic  fields.  Initial  data  showed 
an  increase  in  clonogenicity  indicating  a stimu- 
latory effect  of  electric  and  magnetic  fields.  Stud- 
ies designed  to  replicate  the  initial  data  led  to  the 
conclusion  that  no  firmly  established  effect  could 
he  demonstrated. 

This  study  has  generated  a great  deal  of  con- 
troversy and  criticism,  but  also  support.  Becker 
observed  that  conclusions  drawn  from  the  sec- 
tion on  cancer  ignore  important  data  that  might 
have  allowed  opposing  conclusions.®^  He  states: 
“The  report  is  not  a scientifically  valid  docu- 
ment.” In  the  same  study,  Savitz  reported  on 
childhood  cancer  and  residential  exposure  to 
electric  and  magnetic  fields,  and  decided  that  no 
conclusion  could  be  reached  from  the  informa- 
tion. However  in  a supplement  to  the  contractor’s 
original  report  he  pointed  to  an  association  be- 
tween low  power  magnetic  fields  and  childhood 
cancer  cases. 

Theoretical  Considerations 

Easterly  has  proposed  that  EM  radiation  may  act 
as  a weak  promoter  of  carcinogenesis.®®  In  his 
review  he  examines  data  suggesting  that  mag- 
netic fields  may  be  modifiers  of  mitotic  index,  of 
development  rates  and  sizes,  and  of  tissue  and 
cellular  respiration.  Modification  of  self-physi- 
ology including  turnover  rates  may  then  be  a 
proliferative  stimulus.  As  Easterly  points  out,  al- 
though neither  0 nor  60  Hz  magnetic  fields  in- 
teract with  biologic  tissue  in  the  same  manner  as 
microwaves,  similar  biologic  effects  may  occur 
for  both,  with  60  Hz  being  somewhat  more  prom- 
inent. A further  theoretical  model  of  the  inter- 
action of  EMR  and  cancer  has  been  provided  by 
Stevens. ®®  He  has  proposed  that  effects  of  EMR 
on  the  pineal  gland  and  subsequent  changes  in 
melatonin-estrogen-prolactin  may  increase  breast 
cancer  risk,  adding  that  this  may  have  no  true 
bearing  on  human  breast  cancer  risk.  Wer- 
theimer and  Leeper,  after  analysis  of  their  data, 
also  suggested,  that  there  is  a distinct  pattern  of 
latency  consistent  with  tumor  promotion. ^®  Lin 
has  also  suggested  that  their  data  support  the 
theory  that  non-ionizing  radiation  is  a tumor  pro- 
moter.^® Finally,  Balcer-Kubizek  has  concluded 


dial  their  animal  data  are  consistent  with  the  view 
that  microwaves  induce  latent  transformational 
damage. 

Summary 

A number  of  jiroblems  become  evident  when  we 
attemjM  to  assess  the  data  in  this  review.  We  must 
first  acknowledge  the  lad  that  EM  radiation,  as 
opposed  to  some  chemical  and  physical  pollu- 
tants which  can  be  seen,  tasted,  or  detected  by 
odor,  is  in  most  situations  not  detected  by  human 
senses.  This  fact  alone,  however,  does  not  prove 
or  disprove  the  conjecture  that  EMR  is  a potential 
health  hazard.  The  studies  on  the  effects  of  EMR 
on  cell  systems,  animals,  and  human  subjects,  re- 
port results  which  promote  in  some  and  reject  in 
others  the  hypothesis  that  EMR  in  the  ELF  and 
microw'ave  range  is  carcinogenic.  Much  of  the 
criticism  of  the  studies  on  human  subjects  centers 
around  (1)  quantifying  exposure  to  EM  Fields; 
(2)  the  epidemiologic-statistical  methods  used  to 
gather,  study,  and  interpret  the  data;  and  (3)  lack 
of  data  studying  co-carcinogens. 

Although  there  is  no  convincing  evidence  that 
EMR  is  carcinogenic,  the  uncertainty,  in  addition 
to  the  ubiquity  of  EMR,  makes  study  of  its  pos- 
sible health  effects  and  its  carcinogenic  potential 
an  essential  part  of  future  medical  and  epide- 
miologic research. 
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Erratum 

In  the  December  1988  issue  of  Rhode  Island  Med- 
ical Journal,  volume  71,  number  12,  the  third 
heading  under  Recent  Abstracts  of  Interest  on 
page  490  was  misspelled.  It  should  read  “Mul- 
tifactorial Causes  of  Abnormal  Liver  Functions 
in  AIDS”  — Ed. 
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COMPETITIVE  PRICING  • DELIVERY  AND  HANGING  INCLUDED 

Please  call  for  details: 

PROVIDENCE  PICTURE  FRAME  CO. 
DRYDEN  GALLERIES,  LTD. 

401-421-6196 

Open  Daily  9-6  • Rte.  95;  Exit  24;  Branch  Avenue,  Behind  Benny's 


Dermatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou . 

Because  the  care  and  treatment  of  patients  is  so  imporuint  to  you, 
it's  important  to  us.  That's  why,  at  Dermatopath  Lab,  we  tissure 
you  of  liigh  qualit\;  reliable  slide  processing  and  inteipretation 
of  all  your  dermatology’  specimens. 

Slides  are  prepared  b\’  ASCP  Registered  Technicians  and  inter- 
preted by  a Board  Ceitified  Dermatologist/  Dermatopathologist. 

Among  the  seixices  w’e  provide  are:  Slide  Processing,  H&E 
(Gross  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirea),  Special  Smins,  Cytology  and  Immunoperoxidtise.  All 
a\’ailable  at  ttffordable  costs!  For  added  con\-enience,  FREE  POST- 
AGE ( both  t\'ays ),  along  t\-ith  supplies  ( materials,  vials  and  reports ) 
are  provided  for  you. 

'X'hen  it  comes  time  for  payment,  computerized  billing  repoits, 
prepared  monthly,  make  your  bookkeeping  records  easy  to 
prtKess. 

Ready  to  have  your  dermatology  specimen  reciuirements  an- 
swered by  professionals  as  concerned  abrrut  patient  care  tis  you 
are?  Call  today.  Toll  Free  1(800)  323-5748,  or  ( 401 ) 

421-"'8"'0  .Monday- Friday,  8:30am-4;30pm. 

Or  write:  Dermatopath  Lib,  PO  Box  6810, 

Providence,  RI 02940.  Dr.  Yvonne  Hines,  M.D., 
Dermatologist/Dermatopathologist. 


MEDICAL  OFFICE 
For  Rent 

Moshassuck  Medical  Center 
960  sq.  ft. 

Rent  includes: 

Parking 

Janitorial  service 
Air  conditioning 
Heat 

Electricity 

Contact 

861-0700 
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NECROLOGY  — 1988 


Robert  Gorfine,  MD 

Doctor  Robert  Gorfine,  a general  surgeon,  died 
January  1 1,  1988  at  the  age  of  69. 

Doctor  Gorfine  graduated  in  1944  from  St 
Louis  University  Medical  School.  He  was  a med- 
ical officer  in  the  Navy  during  World  War  II  and 
the  Korean  War.  Past  Secretary  and  Past  Presi- 
dent of  the  Miriam  Hospital  Staff  Association, 
Doctor  Gorfine  was  also  an  associate  professor 
at  Brown  University  Medical  School.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and 
a diplomate  of  the  American  Board  of  Surgery. 

Doctor  Gorfine  was  the  husband  of  Sylvia 
(Gross)  Gorfine. 

Kenneth  G.  Burton,  MD 

Doctor  Kenneth  G.  Burton,  orthopedic  surgeon, 
died  January  15,  1988  at  the  age  of  82. 

Doctor  Burton  was  a 1931  graduate  of  Har- 
vard Medical  School.  He  served  with  the  Army 
First  Auxiliary  Surgical  Group  in  France  and 
Germany  during  World  War  II  with  the  rank  of 
major.  During  the  Campaign  of  the  Normandy 
Invasion  and  the  Battle  of  the  Bulge,  he  was  in- 
volved with  the  acute  care  of  the  wounded. 

He  served  as  chief  of  orthopedics  and  chief  of 
the  fracture  service  at  Rhode  Island  Hospital  from 
1954  to  1965.  His  special  interest  areas  were  adult 
reconstructive  surgery  and  child  orthopedics  and 
he  was  one  of  the  first  to  design  and  insert  a total 
elbow  in  1965.  Doctor  Burton  served  as  Chief 
Orthopedic  Consultant  to  the  Cripple  Children’s 
Division  of  the  Rhode  Island  State  Health  De- 
partment from  1967  to  1985.  Brown  University 
honored  Doctor  Burton  at  its  1965  bicentennial 
celebration  as  one  of  six  outstanding  alumni.  The 
Department  of  Orthopedic  Surgery  at  Rhode  Is- 
land Hospital  established  the  Annual  Kenneth 
G.  Burton  Lectureship  in  1980.  In  1986  Doctor 
Burton  received  the  W.W.  Keen  Distinguished 
Service  Award  from  the  Brown  University  Med- 
ical Association  for  distinguished  service  and  deep 
committment  to  the  medical  community  and 
Brown  University. 

Doctor  Burton  was  the  husband  of  the  late 
Edith  (Vayro)  Burton. 


William  F.  Maher  Jr.,  MD 

Doctor  William  F.  Maher,  Jr.,  surgeon,  died  Jan- 
uary 23,  1988  at  the  age  of  68. 

Doctor  Maher  graduated  from  Georgetown 
University  Medical  School  in  1944.  He  was  on 
the  staff  of  St  Joseph  and  Roger  Williams  Gen- 
eral Hospitals  and  a member  of  the  Providence 
Medical  and  Rhode  Island  Medical  Society.  Doc- 
tor Maher  was  an  international  fellow  of  the  Col- 
lege of  Surgeons. 

Doctor  Maher  was  the  husband  of  Stella  A. 
(Finn)  Maher. 

Joseph  B.  May,  MD 

Doctor  Joseph  B.  May,  pediatrician,  died  Janu- 
ary 28,  1988  at  the  age  of  50. 

Doctor  May  graduated  in  1963  from  Bowman 
Gray  School  of  Medicine  at  Wake  Forest  College. 
Certified  in  1975  through  the  American  Board 
of  Pediatrics,  Doctor  May  specialized  in  devel- 
opmental pediatrics,  chronic  illness  in  children, 
mental  retardation,  genetics  and  metabolic  dis- 
ease in  children.  He  was  appointed  acting  direc- 
tor of  the  Child  Development  Center  at  Rhode 
Island  Hospital  in  1975,  Associate  Physician  of 
Pediatrics  at  Rhode  Island  Hospital  in  1973,  and 
Clinical  Instructor  of  Pediatrics  at  Brown  Uni- 
versity in  1973. 

Doctor  May  was  the  husband  of  Therese  (Ren- 
quin)  May,  RN. 

Katherine  K.  Cutts,  MD 

Doctor  Katherine  K.  Cutts,  a physician  on  the 
staffs  of  Rhode  Island  and  Emma  Pendleton 
Bradley  Hospitals  until  her  retirement  in  1945, 
died  February  9,  1988  at  the  age  of  77. 

Doctor  Cutts  was  a 1936  graduate  of  Johns 
Hopkins  University  Medical  School.  She  was  a 
past  president  of  Childrens’  Friend  and  Service 
and  was  a founder  of  the  Home  Health  Aide  of 
Rhode  Island  Inc. 

Doctor  Cutts  was  the  wife  of  Morgan  Cutts, 
MD. 

C.  Thomas  Angelone,  MD 

Doctor  C.  Thomas  Angelone,  general  practi- 
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tioner,  died  February  14,  1988  at  the  age  of  79. 

Doctor  Angeloue  attended  St  Louis  University 
Medical  School  and  pursued  graduate  studies  at 
the  Royal  University  in  Rome,  Italy.  He  was  a 
member  ol  the  Rhode  Island  Medical  Society. 
Doctor  Angeloue  practiced  medicine  in  (aanston 
lor  45  years  before  his  retirement  in  1980. 

Doctor  Angelone  was  the  husband  of  liarbara 
(C^arlisle)  Angelone. 

Attilio  L.  Manganaro,  MD 

Doctor  Attilio  L.  Manganaro,  a South  Carunty 
physician,  died  March  9,  1988  at  the  age  of  81. 

Doctor  Manganaro  was  a 1933  graduate  of 
Georgetown  University  Medical  School.  He  was 
chief  of  anesthesiology  at  South  County  Hospital 
for  several  years  and  also  served  as  secretary- 
treasurer  of  the  medical  staff.  A former  Narra- 
gansett  police  surgeon  during  the  1950s,  Doctor 
Manganar  o also  served  as  the  South  Kingstown 
High  School  football  team  doctor.  He  was  a mem- 
ber of  the  Washington  County  Medical  Society, 
the  Rhode  Island  Medical  Society  and  the  Amer- 
ican Medical  Association. 

Doctor  Manganar  o was  the  husband  of  Doris 
M.  (Biggio)  Manganaro. 

William  E.  McKenney,  Jr.,  MD 

Doctor  William  E.  McKenney,  Jr.,  medical  di- 
rector at  Kent  County  Memorial  Hospital  from 
1982  until  1987,  died  March  19,  1988  at  the  age 
of  62. 

Doctor  McKenney  graduated  from  George- 
town University  Medical  School  in  1953.  In  pri- 
vate practice  until  1981,  Doctor  McKenney  was 
a member  of  the  Kent  County  Memor  ial  Hospital 
medical  staff  since  1955,  former  chief  of  the  hos- 
pital’s department  of  medicine  and  director  of 
personnel  health,  as  well  as  medical  director  at 
the  Greenwood  House  Nursing  Home.  While 
medical  director  at  Kent  County,  he  was  instru- 
mental in  development  of  the  hospital’s  quality 
insurance  program.  Doctor  McKenney  w^as  a 
member  of  the  Kent  County  Medical  Society,  the 
Rhode  island  Medical  Society  and  the  American 
Medical  Association. 

Doctor  McKenney  was  the  husband  of  Mary 
Elizabeth  (Holton)  McKenney. 

Robert  L.  Curran,  MD 

Doctor  Robert  L.  Curran,  a specialist  in  cardiol- 
ogy and  internal  medicine,  died  July  25,  1988  at 
the  age  of  57. 


Doctor  (airran  was  a 1957  graduate  of  Tufts 
Univer  sity  Medical  School.  He  was  orr  the  nred- 
ical  staffs  of  Miriarrr  arrd  Rhode  Islarrd  llosj^itals 
and  was  a corrsirltarrt  at  Worrrerr  arrd  Irrfants  Hos- 
jrilal.  DocUrr  (htrrarr  was  a rrrernber  of  the  Prov- 
iderrce  Medical  Associatiorr,  the  Rhode  Islarrd 
Medical  Scrciety  arrd  the  Atrrericarr  Medical  As- 
sociatiorr. He  was  j^ast  jrresiderrt  of  the  Rhode 
Islarrd  Society  of  Irrter  rral  Medicirte  arrd  a fellow 
of  the  American  Ccrllege  of  Cardiology  arrd  the 
Arnericarr  (College  of  Physicians. 

Doctor  Cur  ran  was  the  husbarrd  of  Betty  (Brier) 
Citrran. 

John  J.  Cunningham,  MD 

Doctor  John  J.  Cimningham,  a physician  prac- 
ticing for  35  years,  died  August  17  at  the  age  of 
64. 

Doctor  Cunningham  graduated  from  Tufts 
University  medical  school.  He  was  an  associate 
pr  ofessor  in  the  biomedical  department  at  Brown 
University  and  founder  and  associate  chairman 
of  family  medicine  at  Browai  University/Memo- 
rial Hospital.  A past  pr  esident  of  the  Pawtucket 
Medical  Association  and  Rhode  Island  Medical 
Society,  Doctor  Cunningham  represented  the 
American  Medical  Association  on  the  national 
residency  review^  commission  for  family  medi- 
cine. He  had  also  been  the  Rhode  Island  delegate 
to  the  AM  A for  12  years. 

Doctor  Cunningham  was  the  husband  of  Bi- 
ruta  E.  (Ciocys)  Cunningham. 

John  F.W.  Gilman,  MD 

Doctor  John  F.W.  Gilman,  general  physician,  died 
October  2 at  the  age  of  69. 

Doctor  Gilman  graduated  from  Harvard  Med- 
ical School  in  1944.  He  served  in  the  Navy  Med- 
ical Corps  from  1946  to  1948.  Doctor  Gilman 
was  on  the  staff  of  Rhode  Island  Hospital  and 
its  diabetes  clinic  for  30  years  and  ser  ved  as  staff 
physician  for  the  Tockwotten  Home,  now  the 
Bannister  Nursing  Care  Center,  the  St  Elizabeth 
Home  and  the  Rhode  Island  School  of  Design. 
He  was  a member  of  the  Rhode  Island  and  Prov- 
idence Medical  Societies  and  the  American  Med- 
ical Association. 

Doctor  Gilman  was  the  husband  of  Elizabeth 
(Erk)  Gilman. 

Max  B.  Fershtman,  MD 

Doctor  Max  B.  Fershtman,  a general  practi- 
tioner, died  October  6,  1988  at  the  age  of  83. 
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Doctor  Fershtman  was  a 1930  graduate  of  New 
York  Medical  College.  He  was  a member  of  the 
Rhode  Island  Medical  Society  and  the  American 
Medical  Association. 

Doctor  Fershtman  was  the  husband  of  Frances 
(Weiner)  Fershtman. 


Linus  A.  Sheehan,  MD 

Doctor  Linus  A.  Sheehan,  an  ophthalmologist, 
died  November  25,  1988  at  the  age  of  75. 

Doctor  Sheehan  graduated  in  1939  from  Tufts 
Medical  School.  He  served  in  the  Army  Medical 
Corps  during  World  War  II  and  was  chief  of 
ophthalmology  at  Valley  Forge  Hospital  in  Penn- 
sylvania. Doctor  Sheehan  had  a private  practice 
in  Providence  and  was  on  the  staff  of  Rhode 
Island  Hospital,  St  Joseph  Hospital  and  Women 
& Infants  Hospital.  He  was  a member  of  the 
Rhode  Island  Medical  Society. 

Doctor  Sheehan  was  the  husband  of  Rose  D. 
(Lodge)  Sheehan. 


Raphael  A.  Lussier,  MD 

Doctor  Raphael  A.  Lussier,  a practicing  physician 
for  more  than  50  years,  died  December  9,  1988, 
at  the  age  of  79. 

Doctor  Lussier  received  his  medical  degree 
from  Jefferson  Medical  College  and  began  prac- 
ticing in  Rhode  Island  in  1936.  He  was  a mem- 
ber of  Phi  Alpha  Sigma  Medical  Society  and 
served  for  40  years  as  anesthetist  at  Notre  Dame 
Hospital. 

Doctor  Lussier  was  the  husband  of  Jeanne 
(Blanchet)  Lussier. 


Charles  L.  Farrell,  MD 

Doctor  Charles  A.  Farrell,  a physician,  dentist 
and  pharmacist,  died  December  14,  1988  at  the 
age  of  9 1 . 

Doctor  Farrell  graduated  from  Tufts  Univer- 
sity Dental  School  in  1918  and  received  his  med- 
ical degree  from  the  university  in  1923.  He  grad- 
uated with  honors  from  the  former  Rhode  Island 
College  of  Pharmacy  in  1933. 

Doctor  Farrell  was  a member  of  the  board  of 
examiners  in  medicine  for  Rhode  Island,  the 
Pawtucket  Medical  Association,  the  Rhode  Island 
Society  of  Industrial  Physicians  and  Surgeons, 
the  Association  of  American  Physicians  and  Sur- 
geons and  the  Conference  of  Presidents  and  Of- 
ficers of  State  Medical  Associations.  He  was  also 


a member  of  the  Rhode  Island  and  American 
Medical  Association.  He  was  the  author  of  many 
books  and  papers  on  health  insurance  and  med- 
ical economics. 


Radiologic  Case  of  the  Month 


Clinical  History:  An  81 -year  old  male  diabetic 
comes  to  the  emergency  room  complaining  of  a 
sore  swollen  foot. 
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— - First  — 
Rhodf.  Tsi.and 
Properties 

The  Private  Real  Estate  Firm 

Naples,  Florida;  Exclusive  to  our 
Rhode  Island  clients  - 2 bedroom, 

2 bath  - New  condominium 
development  called  'The  Abbey'. 
Complete  details  and  video 
available  for  this  desirable 
vacation  home  in  the  sun. 

$59,500  to  $69,500!! 

If  you  are  interested  in  Florida, 
call  your  private  real  estate  professional  at 

Tel:  (401)  274-0774  Fax:  (401)  751-3541 




St.  Thomas 

U.S.  Virgin  Islands 


a 


4 Bedroom 
Beach  Villa  Rental 
Mr.  Radican  401-431-4000 
Weekdays 


Book  now  for  Fall  1988  and  Winter 
1989  accommodations.  Minimum  7 
night  rentals.  Cowpet  Bay  brochure 
available.  Call  or  write  Bob  Radi- 
can, Box  81 7,  Providence,  Rl  02901 


“Island  Paradise” 


Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


OUR  PEOPLE  At  Clinical  IV  Network  people  are  our  major 
resource.  Our  pharmacists  and  nursing  staff  are  highly 
qualified,  fully  accredited  professionals  with  the  experience 
required  to  deliver  a full  range  of  home  infusion  therapies. 

OUR  UNMATCHED  FACILITIES  We  prepare  medications 
and  solutions  in  our  IV  lab  which  has  been  tested  and  certified 
as  a Class  1000  Clean  Room.  Our  lab  is  the  only  one  of  its  kind 
in  Rhode  Island  to  meet  these  high,  quality  assurance 
standards. 

OUR  COMMITMENT  Home  infusion  therapy  requires  a 
special  kind  of  commitment ...  a commitment  to  maintain  a 
high  level  of  professional  care,  without  compromise.  By 
scrupulously  maintaining  the  physician’s  treatment  plan. 
Clinical  IV  Network  is  committed  to  earning  the  trust  and 
confidence  of  physicians  and  patients  alike. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE,  R.I.  02903 
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SEMI-ANNUAL  CALENDAR  OF 
CONTINUING  MEDICAL  EDUCATION 

EVENTS 

NOTE:  Lectures  and  courses  are  listed,  when  possible,  by  the  date,  sponsor,  topic,  speaker,  and  telephone  number. 
Please  call  the  contact  number  for  additional  information  about  the  program. 


BROWN  UNIVERSITY  PROGRAM  IN  MEDICINE 

(401)  863-3337 


Second  Annual  Milton  Hannolsky  Visiting 
Professorship 

Speaker;  Daniel  D.  Federman,  MD 
Date:  February  15,  1989 


Focus  on  Infection:  1989 
Speakers:  Edward  L.  Quinn,  MD;  Robert  E. 
Bryant,  MD;  Stephen  C.  Shimpff,  MD; 

C.  Glenn  Cobbs,  MD;  Edward  H.  Kass,  MD; 
John  G.  Bartlett,  MD;  Stephen  H.  Zinner,  MD; 
Roy  T.  Steigbigel,  MD 
Date:  March  9,  1989 


Second  Annual  Irene  Owens  Memorial  Lecture 
Speaker:  Barrie  Cassileth,  PhD 
Date:  April  5,  1989 


Third  Annual  Diabetes  Symposium:  Newport 
1989 

Speaker(s):  TBA 
Date:  May  11,  1989 


The  Northeast  Group  on  Medical  Education 
Speaker(s):  TBA 
Date:  April  3-5,  1989 


HIV  Treatment  and  Management:  1990  and 
Beyond 

Speaker(s):  TBA 
Date:  May  24,  1989 


MEMORIAL  HOSPITAL  OF  RHODE  ISLAND 
(401)722-6000,  ext.  2142 


Medicine/Family  Medicine  — Core  Curriculum 
Conference  on  Current  Clinical  Topics 
Speaker(s):  Multidisciplinary  roster 
Date:  Mondays/T uesdays/Wednesdays/Fridays 
12:15  pm 

Location:  Sayles  Conference  Room  #2  and  3 

Cardiology  Conference  — Challenging 

Cardiology  Concepts 

Speaker(s):  Richard  A.  Carleton,  MD,  and 
colleagues 

Date:  Every  Tuesday  at  8:00  am 
Location:  Wood  6 Conference  Room 


Hematology/Oncology  Conference 
Speaker(s):  Manfred  Steiner,  MD,  and 
colleagues 

Date:  Every  Tuesday  (except  last  Tuesday  of 
month)  at  8:00  am 

Location:  Immunology/Oncology  Conference 
Room 

Tumor  Board  Conference 
Speaker(s):  Manfred  Steiner,  MD,  and 
colleagues 

Date:  Last  Tuesday  of  each  month  at  7:30  am 
Location:  Physicians’  Auditorium 
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Pediatric  Grand  Rounds 
Speaker(s):  Louise  S.  Kiessling,  MD,  and 
colleagues 

Date:  Every  Wednesday  at  8:00  am 
Location:  Physicians’  Auditorium 

Medical  Grand  Rounds 
Speaker(s):  Distinguished  guest  speakers 
Date:  Every  Wednesday  at  10:00  am 
Location:  Physicians’  Auditorium 

Pulmonary  Case  Review 
Speaker(s):  Frederic  G.  Hoppin,  MD,  and 
colleagues 

Date:  Every  other  Monday  at  12:15  pm 
Location:  Sayles  Conference  Room  #2  and  3 

Infectious  Disease  Conference 
Speaker(s):  Kenneth  Mayer,  MD,  and 
colleagues 

Date:  Alternating  Wednesdays  at  12:15  pm 
Location:  Sayles  Conference  Room  #2  and  3 


Family  Practice  Grand  Rounds 
Speaker(s):  Vincent  R.  Hunt,  MD,  and 
colleagues 

Date:  Every  Thursday  at  12:15  pm 
Location:  Physicians’  Auditorium 

Surgical  Grand  Rounds 
Speaker(s):  Stephen  J.  Hoye,  MD,  and 
colleagues 

Date:  Every  Thursday  at  8:00  am 
Location:  Physicians’  Auditorium 

Orthopedic  Conference 
Speaker(s):  Richard  G.  Bertini,  MD,  and 
colleagues 

Date:  Every  Thursday  at  8:00  am 
Location:  Sayles  Conference  Room  #2 

KENNEY  DAY  PROGRAM  — SEMINAR  — 
SPECIAL  ANNUAL  EVENT 
Speaker(s):  Distinguished  guest  — keynote 

speaker:  Selected  scientific  papers 
Sponsor:  Memorial  Hospital  Medical  Staff  and 
various  pharmaceutical  companies 
Date:  March  17,  1989 


RIMC/INSTITUTE  OF  MENTAL  HEALTH 
(401 ) 464-2458 

CASE  CONFERENCES 


January  12,  1989 

Speaker(s):  Sarah  Zamari,  MD  — presenting 
Duane  Bishop,  MD  — moderating 


January  26,  1989 

Speaker(s):  Sidney  Heisler,  MD  — presenting 
Leah  Cullen,  MD  — moderating 


February  9,  1989 

Speaker(s):  Lorin  Mimless,  MD  — presenting 

Matthew  Ediund,  MD  — moderating 


February  23,  1989 

Speaker(s):  Constanting  Loures,  MD  — 
presenting 

Richard  Goldberg,  MD  — 
moderating 


March  9,  1989 

Speaker(s):  John  Melchionna,  MD  — 
presenting 

Eileen  McNamara,  MD  — 
moderating 

March  23,  1989 

Speaker(s):  Aimee  Schwartz,  MD  — presenting 
Duane  Bishop,  MD  — moderating 


April  6,  1989 

Speaker(s):  Frank  Jones,  MD  — presenting 
Leah  Cullen,  MD  — moderating 


April  20,  1989 

Speaker(s):  Ronald  Stewart,  MD  — presenting 
Matthew  Ediund,  MD  — moderating 
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May  4,  1989 

Speaker(s):  Christopher  Joo,  MD  — presenting 
Richard  Goldberg,  MD  — 
moderating 

May  18,  1989 

Speaker(s):  Max  Faintych,  MD  — presenting 
Eileen  McNamara,  MD  — 
moderating 

June  1,  1989 

Speaker(s):  Saul  Martin,  MD  — presenting 

Duane  Bishop,  MD  — moderating 


June  15,  1989 

Speaker(s):  Sarah  Zamari,  MD  — presenting 
Leah  Cullen,  MD  — moderating 

June  29,  1989 

Speaker(s):  Sidney  Heisler,  MD  — presenting 
Matthew  Ediund,  MD  — moderating 


RIMC/GENERAL  HOSPITAL 
(401)  464-3456 


Epidemiology  and  Neurology  Lecture 
Speaker:  Stanley  M.  Aronson,  MD  — Professor 
Emeritus,  Brown 

Date:  January  9;  February  13;  March  13;  April 
10;  May  8;  June  12 

Time/Location:  8:30  am;  George  C.  Arnold 
Conference  Center  Regan 
Building 

Clinical  Rounds  (AIDS) 

Speaker:  Charles  C.J.  Carpenter,  Jr.,  MD 
Date/Time:  Once  monthly  TBA  — 8:15  am 


Clinical  Pathological  Conference 
Speaker(s):  Invited  speakers 
Date/Time:  Once  monthly  TBA  — 10:30  am 

Psychogeriatric  Rounds 
Speaker:  Barry  S.  Fogel,  MD,  Associate 
Director 

Center  for  Gerontology  and  Health  Care 
Research,  Brown 

Date/Time:  Once  monthly  TBA  — 1 1 :00  am 


MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  021 10 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 


RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Isiand  Medical  Society. 


• Staffed  by  a fully  licensed,  professionally  trained,  uniquely  qualifed  manager 
who  has  twelve  years  experience  in  medical  liability  underwriting  in  Rhode 
Island. 


• Specializing  in  quality  service  to  Rhode  Island  physicians,  dentists  and  all 
other  health  professionals  who  are  insured  for  professional  liability  with  the 
Rhode  Island  JUA. 


Make  the  RIMS-IBC 
your  agent  of  record 
for  your  JUA  medical  liability  insurance 


Call  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 
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Recent  Abstracts  of  Interest 


AIDS 


No  Serious  Adverse  Reactions  to  Live  Virus 
Vaccine  in  HIV  Infected  Children 

Immunocompromised  patients  are  at  increased 
risk  for  adverse  reactions  to  live  attenuated  viral 
vaccines.  Outpatient  records  of  319  patients  in- 
fected with  the  HIV  virus  were  reviewed  to  assess 
the  frequency  of  untoward  reactions  after  vac- 
cination. Ninety-four  percent  of  cases  were  due 
to  perinatal  transmission  while  six  per  cent  were 
via  transfusion.  Immunization  history  was  avail- 
able in  221  of  the  319  cases  reviewed.  Of  these 
221,  81  per  cent  had  received  at  least  one  dose 
of  oral  polio  vaccine  and  70  percent  had  received 
at  least  one  dose  of  a combination  of  measles, 
mumps  and  rubella.  No  serious  adverse  reactions 
were  observed.  In  particular,  post  vaccination 
there  were  no  instances  of  atypical  or  typical  mea- 
sles, paralytic  poliomyelitis  or  aseptic  meningitis. 

The  study  is  limited  by  its  retrospective  nature 
and  small  sample  size.  More  subtle  complications 
of  vaccination  may  have  been  missed  or  erro- 
neously attributed  to  other  factors.  In  addition, 
the  authors  note  that  HIV  infection  in  children 
is  associated  with  a progressive  defect  in  cell  me- 
diated immunity;  thus  the  results  of  this  study 
may  be  due  in  part  to  the  timing  of  vaccine 
administration.  Prospective  studies  will  be  needed 
to  assess  immunogenicity  of  childhood  immu- 
nization in  this  context  since  poor  antibody  re- 
sponse in  AIDS  patients  has  been  noted  previ- 
ously in  other  situations  such  as  to  influenza 
vaccine.  This  study  adds  to  the  data  needed  to 
help  determine  risks  and  benefits  of  immuniza- 
tion of  children  infected  with  the  HIV  virus. 
{McLaughlin  M,  Thomas  P,  Onorato  /,  Rubinstein  A, 
Oleske  J,  Nicholis  S,  Krasinski  K,  Guigli  P,  Orenstem 
W : Live  Virus  Vaccine  in  Human  Immunodeficiency 
Virus  Infected  Children:  A Retrospective  Study  Pe- 
diatrics 82:229-233,  1988) 


Multiple  Rheumatic  Complaints  May  Be 
Common  in  AIDS 

One  hundred  and  one  consecutive  patients  with 
HIV  infection  were  evaluated  at  an  AIDS  clinic. 
All  completed  a detailed  questionnaire  of  rheu- 
matic complaints.  Seventy-five  per  cent  were  ho- 
mosexual, eight  per  cent  were  IV  drug  abusers, 
ten  per  cent  were  both  homosexual  and  drug 
abusers,  while  four  per  cent  had  received  blood 
products.  Seventy-two  of  101  had  rheumatic 
complaints,  including  35  per  cent  who  had  ex- 
perienced arthralgias,  twelve  per  cent  having  ar- 
thritis, ten  per  cent  with  Reiter’s  syndrome  and 
ten  per  cent  with  a painful  articular  syndrome, 
two  per  cent  with  psoriatic  arthritis,  two  per  cent 
with  polymyositis  and  one  per  cent  with  vascu- 
litis. 

Arthralgias  were  intermittent  in  all  but  three 
of  35  patients,  oligoarticular  in  19,  polyarticular 
in  12  and  monoarticular  in  four.  Knees  and 
shoulders  were  most  commonly  involved.  Ar- 
thritis was  usually  oligoarticular  and  involved 
particularly  lower  extremities.  A particular,  pain- 
ful articular  syndrome  manifested  by  sharp,  se- 
vere pain  lasting  less  than  24  hours  was  seen  in 
ten  patients.  No  evidence  of  synovitis  was  present 
and  in  each  case  pain  was  described  as  debilitat- 
ing and  excruciating,  requiring  medication. 
Myalgias  were  present  in  ten  patients  and  tended 
to  be  generalized.  Six  individuals  had  general- 
ized muscle  atropy  while  two  had  polymyositis. 

Immunodeficiency  may  potentiate  arthrito- 
genic  organisms,  while  HIV  may  cause  a direct 
musculoskeletal  reaction  or  be  associated  with  a 
reactive  arthritis.  Immune  complexes  may  play 
a role  in  pathogenesis.  This  study  suggests  that 
in  individuals  at  high  risk  for  HIV  infection,  ar- 
ticular complaints  should  raise  the  possibility  of 
AIDS-related  disease.  Rheumatic  complaints  are 
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common  and  diverse  in  HIV  infection.  (In  Ber- 
man A,  Espinoza  Eli,  Diaz  fl),  Aguilar  JE,  Rolando 
T,  Vasey  EB,  Germain  BE,  Eockey  RE:  Rheumatic 
Manifestations  of  HIV  Infection  in  Amer  J Med 
85:59-64,  1988) 

Interpretation  of  Cerebrospinal  Fluid  Findings 
May  Be  Difficult  in  HIV  Infection 

HIV  is  nenrolropic  and  may  be  cultured  from 
cerebrospinal  fluid  (CSF)  in  the  absence  of  neu- 
rologic abnormalities;  conversely  a negative  CSF 
culture  does  not  exclude  etiologic  roles  for  HIV 
in  a particular  setting.  Altered  CSF  inflammatory 
response  to  pathogens  may  be  present  as  a con- 
sequence of  the  immunodeficiency  of  HIV.  As 
immunosuppression  progresses,  inflammatory 
CSF  changes  decrease  with  protein  elevation  as 
the  major  abnormality. 

In  asymptomatic  HIV  seropositive  individuals, 
a mild  protein  elevation  and  low-grade  lympho- 
cyte pleocytosis  are  relatively  common.  In  pa- 
tients with  known  HIV  infection,  CSF  leukocyte 
counts  greater  than  100  per  cubic  ml  suggests 
secondary  infection.  However,  the  absence  of 
pleocytosis  late  in  the  disease  does  not  include 
pathogens  known  to  be  associated  with  pleocy- 
tosis in  immunocompetent  individuals.  Even  in 
the  absence  of  protein  elevation  or  pleocytosis, 
clinical  suspicion  of  meningeal  disease  warrants 
a search  for  appropriate  pathogens  in  AIDS  pa- 
tients. HIV  should  be  considered  when  acute  or 
chronic  meningitis  is  present  in  high  risk  indi- 
viduals. (In  Hollander  H:  Cerebrospinal  Fluid  Nor- 
malities and  Abnormalities  in  Individuals  Infected  with 
the  Human  Immunodeficiency  Virus,  J Infect  Dis 
158:855-858,  1988) 


Risk  for  Developing  AIDS  May  Increase  After 
the  Third  Year  of  Lymphadenopathy 

This  study  is  a prospective  one  of  75  HI  V positive 
homosexual  men  with  generalized  lymphade- 
nopathy for  greater  than  three  months.  Twenty- 
two  men  (29  per  cent)  have  developed  AIDS  5- 
69  months  after  the  onset  of  lymphadenopathy. 
The  six  year  cumulative  incidence  of  AIDS  was 
38  per  cent.  Twenty-six  of  the  75  patients  had 
T-Helper  Cell  counts,  less  than  400  per  cubic  ml 
at  enrollment;  of  these,  14  developed  AIDS  for 
a six-year  cumulative  incidence  of  63  per  cent  in 
this  subgroup;  among  the  remaining  49  men,  the 
incidence  of  AIDS  was  only  22  per  cent.  For  the 


entire  group,  the  cumulative  incidence  of  AIDS 
increased  significantly  after  the  third  year  of 
lymphadenopathy,  suggesting  that  more  patients 
in  this  cohort  will  susequently  develop  AIDS.  A 
declining  F-Helper  Cell  count  commonly  pre- 
ceded the  onset  of  AIDS.  Fhis  study  adds  to  the 
information  needed  to  determine  prognosis  in 
individual  patients  and  suggests  that  the  risk  for 
development  of  AIDS  increases  after  three  years 
of  infection.  (In  Kaplan  JE,  Spira  TJ,  Fishbein  DB, 
Bozeman  LH,  Pinsky  PE,  Schonberger  LB:  A Six  Year 
Follow  Up  of  HIV  Infected  Homosexual  Men  with 
Lymphadenopathy  JAMA  260:2694-2697 , 1988) 
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YOCON' 

YOHIMBINE  HCI 


OesciipUon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  ttieoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informah'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ’'  ■2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  oraily.T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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Answer  to 

Radiologic  Case  of  the  Month  (from  page  25) 

Gas  Gangrene  of  the  Foot 

Multiple  bubbles  of  gas  are  present  in  the  soft 
tissue  along  the  fascial  plane  in  the  forefoot.  Gas 
gangrene  is  a rapidly  progressive  severe  infection 
of  skeletal  muscle  due  to  Clostridia  with  C.  per- 
fringens  involved  in  over  80  per  cent  of  cases. 
This  anaerobic  infection  occurs  after  muscle  in- 
jury and  subsequent  contamination  with  soil  or 
other  substances  containing  Clostridial  orga- 
nisms. The  clinical  setting  may  be  traumatic  in- 
jury, postoperative  infection  such  as  in  biliary  or 
intestinal  procedures,  minor  trauma  to  an  ex- 
tremity, especially  in  individuals  with  vascular  in- 
sufficiency and  occasionally  reported  in  the  ab- 
sence of  a clear  history  of  external  trauma. 

The  incubation  period  may  be  as  short  as  six 
hours  but  usually  the  development  of  Clostridial 
myonecrosis  takes  2-3  days.  The  clinical  course 
is  commonly  characterized  by  rapidly  spreading 
crepitance  and  severe  systemic  toxicity  after  an 
initial  short  period  of  pain  and  swelling  in  an 
extremity.  The  differential  diagnosis  includes  soft 
tissue  infections  due  to  other  gas  forming  or- 
ganisms. Non  Clostridial  crepitant  cellulitis  has 
been  described  clue  to  E.  coli,  Klebsiella,  strep- 
tococcal species  as  well  as  to  other  anaerobes. 


The  above  case  was  contributed  by  the  Department  of 
Radiology  at  Memorial  Hospital  in  Pawtucket,  Rhode 
Island. 
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Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  copy  (not 
all  capitals)  on  8‘/2xl  1 inch  firm  typewriter  paper,  aouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 '/2  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  typographic  monotony  of  the  text.  Pages 
must  be  numberecl  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  journal  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  All  manuscripts  must  include  a title  page  which 
details  the  following  information:  (1)  a brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD,  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialty,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  address  of  principal  author;  and  (5)  office  telephone 
number  of  principal  author. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions, 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  ^ handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
tcm,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (100  copies  minimum  oraer)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botn  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  by  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 
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I Microburst 

(potassium  chloride)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hyppkalemla  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  lor  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldoslerone  excess  wilh  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g,,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation, 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g,,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  fOO.OOO 
patient  years  (compared  to  40-50  per  fOO.OOO  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CDNTFtAINOICATIDNS, 
WARNINGS,  and  DVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval),  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  tor  hyperkalemia  include  the  following, 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2,  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3,  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4,  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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LAST  TWO  SUITES 
IN  VERY  SUCCESSFUL 
MEDICAL  CONDOMINIUM 
FOR  LEASE  — OPTION  TO  BUY 

Great  opportunity  for  starting  physi- 
cian. Excellent  Lab  and  X-ray  facilities. 
Building  houses  very  busy  private 
emergency  room. 

1150  Reservoir  Avenue 
Cranston,  Rl 

CALL  946-2400 
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REPRODUCTION  OUEEN  ANN 
EAST  GREENWICH 


If  you  could  design  everything  about  your  new  home,  would  you  like  it  to  be  in  one  of  Rhode 
Island’s  most  prestigious  neighborhoods?  Would  you  like  that  neighborhood  to  be  conve- 
nient to  every  major  attraction  in  Rhode  Island  and  yet  have  a country  setting?  Would  you 
like  to  have  your  own  pond  in  your  back  yard  stocked  with  Bass,  Pickerel,  and  Bluegills? 
Would  you  pick  a Queen  Ann  design  for  a place  to  put  precious  antiques'!’  How  about  four 
working  fireplaces,  with  a large  walk-in  fireplace  in  the  Keeping  room?  How  about  some 
modern  touches  such  as  a seven  person  jacuzzi  to  relax  in  after  workouts  or  skiing?  These 
things  can  now  be  had  in  a house  that  is  loaded  with  warm  family  charm  plus  4 bedrooms 
and  2'/2  baths. 

(401)885-2990 

5853  Post  Road,  East  Greenwich,  R.l. 


Plaza  One, 
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PERIPATETICS 


Nominated  by  the  American  College  of  Emer- 
gency Physicians,  Dr  Francis  Sullivan,  an  emer- 
gency room  physician  at  Roger  Williams  General 
Hospital,  was  named  Emergency  Room  Physician 
of  the  Year  during  Medical  Services  Week. 

• • • 

Director  of  Pathology  at  St.  Joseph  Hospital,  Dr 
Salvatore  Allegra  recently  returned  from  Italy 
where  he  lectured  on  Ultrastructural  Pathology 
at  the  University  of  Ancona.  The  program  was 
sponsored  by  the  G.  Cardinali  Eoundation  and 
by  the  State  Health  Department. 

• • • 

The  Department  of  Surgery  at  Landmark  Med- 
ical Center  recently  honored  three  physicians  for 
their  service  as  Department  Directors.  They  are 
Dr  Ramon  D.  Llamas  and  Dr  Frank  M.  Detorie, 
Department  of  Surgery  — Fogarty  Unit,  and  Dr 
Francis  L.  Scarpaci,  Department  of  Surgery  — 
Woonsocket  Unit. 

• • • 

The  American  Thyroid  Association  elected  Dr 
Ivor  M.  D.  Jackson  to  the  Board  of  Directors  at 
their  63rd  Annual  Meeting  held  in  Montreal, 
Canada.  Dr  Jackson  is  Physician-in-Charge  with 
the  Division  of  Endocrinology  at  Rhode  Island 
Hospital,  and  Professor  of  Medicine  and  Direc- 
tor of  the  Division  of  Endocrinology  at  Brown 
University. 

• • • 

Dr  Kathleen  A.  Cassin,  an  obstetrician/gynecol- 
ogist in  South  Kingstown,  has  recently  joined  the 
Associate  Medical  Staff  at  South  County  Hospi- 
tal. 

• • • 

Kent  County  Memorial  Hospital  has  recently  ap- 
pointed the  following  physicians  to  its  medical 


staff:  Dr  Stephen  Bailey,  emergency  medical 
physician;  Dr  Ralph  DiGiacomo,  rheumatolo- 
gist; Dr  Daniel  Harrop,  psychiatrist;  and  Dr  Tesie 
Rallos,  pulmonary  medicine. 

• • • 

At  a recent  meeting  of  the  American  College  of 
Physicians,  Dr  Edward  G.  Feller,  gastroenterol- 
ogist, presented  results  of  a collaborative  study 
with  Dr  Albert  Lin  on  cancer  of  the  pancreas. 

• • • 

Notre  Dame  Hospital  has  announced  the  follow- 
ing recent  appointments:  Dr  Gilbert  J.  Altongy, 
Chief  of  Medicine;  Dr  Eugene  E.  Healey,  Chief 
of  Surgery;  Dr  Khalil  Shekarchi,  President  of 
the  Medical  Staff;  Dr  Fredy  P.  Roland,  Vice  Pres- 
ident of  the  Medical  Staff;  Dr  Earle  Travis,  Sec- 
retary/Treasurer of  the  Medical  Staff;  Dr 
Suhdong  Hahn,  Member-at-Large  of  the  Medi- 
cal Staff;  and  Dr  Ibrahim  Sabbagh,  Member-at- 
Large. 

• • • 

The  National  Heart,  Lung  and  Blood  Institution 
recently  honored  Dr  Frederic  G.  Hoppin,  Jr, 
Chief  of  Pulmonary  Medicine  at  Memorial  Hos- 
pital, with  a Merit  Award. 

• • • 

Dr  Larry  Culpepper,  director  of  research  and 
evaluation  in  the  Family  Medicine  Department 
at  Memorial  Hospital,  has  been  named  presi- 
dent-elect of  the  North  American  Primary  Care 
Research  Group. 

• • • 

The  Memorial  Hospital  has  recently  appointed 
Dr  David  G.  Kern  Chief  of  General  Internal 
Medicine  and  Director  of  the  Occupational 
Health  Services. 
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Wye  become  the  largest 
full  service  medical  lab  in 
Rhode  Island ..  JdOTtio 


We  are  Licensed  nationally  by  the  Center  for  Disease  Control 
(CDC),  and  participating  members  of  the  American 
Association  of  Bioanalysts  (AAB)  and  the  American 
Association  of  Medical  Technologists  (AAMT). 


V 

V 


A board  certified  pathologist,  as  a member  of  our  staff, 
oversees  the  work  of  all  our  trained  lab  technicians. 

Our  eight  patient  service  centers,  strategically  located 
throughout  the  State,  offer  the  fastest,  most  convenient  and 
widest  range  of  in-house  testing  facilities  in  Rhode  Island.  Our 
trained  couriers  pick  up  specimens  and  hand-deliver  reports. 
Our  lab  supervisors  are  always  available  to  discuss  testing 
procedures  and  results. 


We  offer  many  special  services,  such  as  Pathology,  Mobile 
X-ray,  EKG  and  Holter  Monitoring.  We  even  offer  a 24-hour 
stat  service  every  day  of  the  year. 


CALL  943-1211 

ai.  TOLL  FREE  1-800-942-1011 


CRANSTON  MEDICAL  LABORATORY,  Inc. 

WEST  BAY  MEDICAL  CENTER,  1370  Cranston  Street,  Cranston,  Rl  02920 


SERVICE  CENTERS:  Cranston  • Pawtucket  • Coventry 
Narragansett  • West  Warwick  • Cumberland 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.5:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  VP, 
etal:  Psychophamacdogy  6/ .'217-225,  Mar  22, 1979. 


Limbitrol®® 

ILanquUizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  {e.g..  operating  machinery,  driving) . 
Usage  in  Pregnancy.  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dnrg. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eoslnophllia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine-  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other-  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occuned  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively 
I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Vxblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 


See  Improvement  InThe  First  Week 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose' 

^First-week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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Percentage  of  Reduction  in  Individual  Somatic  Sy 
During  First  Week  of  Limbitrol  Therapy* 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  vomiting  nausea  headache  anorexia  constipation 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ‘Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


ceTQclor 


Pulvules* 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  tor  prescribing 
information. 

Indication:  Lower  respiratory  infeclions.  including  pneumonia, 
caused  by  Stfeptococcus  pneumoniae.  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  sireptococcil 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOR  should  BE  administered  cautidusiy  to  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrhea)  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment, 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  hkiobw 

Additional  information  available  from  pv  235i  amp 

Ell  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 
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GUEST  EDITORIAL 


The  Nursing  Shortage: 

A Professional’s  Viewpoint 


It  is  certain  that  the  nursing  shortage  is  one  of 
the  most  serious  concerns  in  health  care.  A num- 
ber of  factors  have  led  to  this  crisis.  Many  authors 
believe  that  the  poor  image  and  low  salary  of  the 
nurse  is  the  major  culprit.  No  doubt,  these  con- 
ditions contribute  to  the  difficulty  in  attracting 
new  members  to  the  profession.  However,  they 
are  reflective  of  a deeper,  more  pervasive  prob- 
lem. This  writer  believes  that  a health-care  sys- 
tem that  devalues  the  caring  component  of  nurs- 
ing practice  is  the  prime  reason  for  the  shortage. 
This  caring  aspect  of  nursing  is  focused  on  the 
unique  nurse-patient  relationship  and  the  re- 
sponsibility of  the  nurse  to  be  an  advocate  for 
the  patient  within  our  complex  health-care  sys- 
tem. It  is  the  nurse  who  anticipates  and  supports 
the  needs  of  the  patient.  It  is  the  nurse  who  pro- 
motes the  patient’s  confidence  in  his  ability  to 
regain  and  maintain  health.  No  other  health-care 
group  can  claim  such  a comprehensive  advocacy 
role.  Registered  nurses  by  mandate  of  their  li- 
cense are  held  accountable  to  the  patient  for  their 
services  — not  to  the  physician,  or  to  the  insti- 
tution. Nurses  take  this  responsibility  seriously, 
so  seriously  that  some  have  chosen  to  leave  the 
profession  because  they  believe  that  they  can  no 
longer  fulfill  this  caring  role. 

Nursing  throughout  its  history  has  been  at  the 
forefront  in  the  effort  to  improve  patient  care. 
Florence  Nightingale  was  the  first  of  many  to 
fight  for  improved  standards  and  conditions  for 
patient  care.  Nurses  view  quality  of  nursing  serv- 
ices and  caring  as  synonymous.  One  simply  can- 
not exist  without  the  other.  Today’s  focus  on  the 


“bottom  line”  of  health-care  costs  creates  signif- 
icant challenges  for  nurses  in  their  efforts  to  pro- 
vide health  care.  Care,  as  embodied  in  the  nurse- 
patient  relationship,  is  not  easily  discernable  or 
measurable  to  the  observer  and  as  such  has  great 
potential  to  be  undervalued  or  overlooked.  How- 
ever, if  one  asks  a patient  about  the  value  of  a 
nurse,  the  patient  is  sure  to  affirm  need  for  their 
relationship.  Quality  nursing  care  is  not  just  a 
series  of  tasks  performed  “as  ordered  by  the  phy- 
sician.” Quality  nursing  care  embodies  the  use  of 
nursing  knowledge  for  the  promotion  of  health. 
It  complements  medical  care  — it  is  not  a com- 
ponent of  medical  care. 

Nurses  have  long  appreciated  their  comple- 
mentary role  in  medical  care.  This  has  been  dem- 
onstrated by  the  profession’s  willingness  to  work 
collaboratively  with  medicine  in  the  health-care 
arena.  Joint  membership  on  a variety  of  com- 
missions testifies  to  this.  One  would  think  that 
medicine  would  have  a clearer  picture  of  nursing 
due  to  the  close  relationship.  Unfortunately,  the 
opposite  has  occurred.  Instead  of  embracing  the 
American  Nurses  Association  (ANA)  and  the  Na- 
tional League  of  Nurses  (NLN)  proposals  for  al- 
leviating the  nursing  shortage,  the  American 
Medical  Association  (AMA)  has  chosen  to  de- 
velop a substandard  bedside  caregiver. 

The  proposal  for  the  Registered  Care  Tech- 
nologist (RCT)  as  a bedside  “physician  extender” 
is  an  inferior  alternative  to  the  nurse.  The  RCT 
would  be  minimally  trained,  technically  focused, 
and  responsible  for  implementing  physician  or- 
ders at  the  bedside.  This  means  that  bedside  pa- 
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tienl  care  would  he  controlled  by  |)hysicians,  and 
the  nurse’s  access  to  the  jxtlietU  would  he  jeop- 
ardized. Nurses  currently  iinj)leinent  the  medical 
plan  of  care  at  the  bedside.  Often  this  is  done  in 
a cooj)eralive  and  efficient  manner,  d’he  RCi  l' 
proposal  would  hani])er  and  ultimately  f ragment 
the  delivery  of  health-care  services  to  patients. 
Surely,  this  will  lead  to  an  increase  in  morbidity 
and  its  concomitant  health-care  cost.  I'asks  such 
as  the  bed  hath  are  used  by  nurses  to  achieve  a 
number  of  goals,  both  nursing  and  medical. 
Washing  of  the  patient,  for  example,  is  often  the 
least  important  part  of  such  a procedure.  Ob- 
servations on  skin  ccinclition,  response  to  medi- 
cation, general  health,  and  coping  mechanisms 
are  macle,  and  teaching  opportunities  are  taken 
advantage  of  during  this  “simjDle”  procedure.  The 
education  and  expertise  of  the  nurse  provide  the 
ability  to  discover  and  alleviate  many  potential 
problems  that  would  have  significant  impact  on 
the  patient’s  recovery.  This  expertise  cannot  be 
imparted  through  a minimal,  technical  training 
period  that  is  develcjped  and  taught  by  physi- 
cians. 

As  long  as  nursing  services  are  viewed  as  sec- 
ondary to  medical  services,  a shortage  of  edu- 
cated and  intelligent  nurses  will  persist.  The 
health-care  system  must  recognize  that  nurses 
are  the  best  coordinators  and  providers  of  bed- 
side patient  care.  Nursing  expertise  must  be  ap- 
propriately utilized.  Assistants  in  bedside  care  will 
be  necessary.  However,  the  nature,  scope,  edu- 
cation, and  control  of  such  assistants  must  remain 
with  nursing.  Nursing  has  excelled  in  caring  for 
and  about  patients.  It  is  time  that  nurses  are  rec- 
ognized for  this  work.  The  very  first  step  in  dem- 
onstrating this  recognition  is  the  abandonment 
of  the  RCT  proposal  and  the  embracing  of 
professional  nursing’s  solution  to  the  nursing 
shortage. 


Christina  Bond  Sokoloff,  RN,  BS 

Per  Diem  Staff  member.  Visiting  Nurse  Service 

of  Woonsocket,  Rhode  Island 


This  guest  editorial  is  a practicing  nurse’s  response  to 
an  AM  A Board  of  Trustees  report  dealing  with  the 
nursing  shortage  that  appeared  in  the  June  1988  issue 
of  i/ic  Journal.  None  of  the  recommenclations  presented 
in  that  report  dealt  with  the  AMA’s  Registered  Care 
Technologists  proposal. 


'The  AM  A House  of  Delegates  at  its  recent  Interim 
Meeting  in  December  1988  passed  the  following  res- 
olutions bearing  on  the  Regi.stered  Care  'Technologist 
proposal  and  the  shortage  of  bedside  care  providers  in 
general: 

• 'That  the  AMA  continue  to  seek  solutions  to  the  prob- 
lem of  the  shortage  of  bedside  care  givers,  in  addition 
to  the  Registered  Care  'Technologists  Program. 

• 'That  the  American  Aledical  Association,  recognizing 
the  concerns  of  our  pa  rtners  in  health  care,  the  nurs- 
ing  profes.sion,  work  together  with  the  American 
Nurses’  Association  and  other  nur.sing  organizations 
to  addre.ss  the  nursing  shortage,  and  to  continue  to 
seek  innovative  ways  to  alleviate  the  acute  shortage 
of  bedside  care  providers,  and  that  the  Board  of 
'Trustees  report  to  the  Ilou.se  of  Delegates  at  the  An- 
nual Meeting  in  1989. 


A representative  of  the  Rhode  Isla  nd  Medical  Society 
has  been  an  active  participant  on  the  Rhode  Island 
Department  of  Health’s  Nursing  Shortage  Task  Force. 


Errata 

In  the  December  1988  issue  of  the  Rhode  Island 
Aledical  journal,  volume  71,  number  12,  copy  was 
inadvertently  misplaced  in  Dr.  Hyland’s  paper 
on  Lyme  Disease.  On  page  481,  right  hand  col- 
umn, the  paragraph  reading  “Mowing  the  veg- 
etation . . .”  should  be  placed  directly  above  the 
paragraph  reading  “2.  Chemical  Control  . . .” 
Additionally,  Dr.  Jost’s  paper  on  Lyme  Disease 
listed  an  incorrect  dosage  figure.  On  page  472, 
left  hand  column,  the  paragraph  reading  “1). 
Arthritis  ...,’’  line  12  should  read  “doxycycline 
100  mg  by  mouth  twice  daily.  . . .’’  Ed. 
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MetLife  Healthcare  Network  is  proud  of  the  high 
quality  providers  rendering  medical  services  to  our 
members.  Our  latest  total  represents  400  medical  and 
surgical  practitioners;  twelve  hospitals  and  numerous 
diagnostic  facilities  throughout  the  state. 

As  we  progress,  it  becomes  more  and  more  apparent 
that  our  Primary  Care  Provider  driven  model  offers  a 
superior  product  for  the  consumer  and  a unique 
physician  oriented  organization  for  the  provider. 

If  you  would  like  more  information  on  participation 
with  MetLife  Healthcare  Network,  please  call  our 
Professional  Relations  Manager,  Fay  Catterall  at  (401) 
822-3243. 


m* 

KiSTLIFS 

HEALTHCARE  NETWORK 


An  Affiliate  of  Metropolitan  Life  lasurance  Company 
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SUITE 

for 

SALE  or  LEASE 

New  Medical  Office  Building 
827  North  Main  Street 
Providence,  Rl 

Excellent  off-street  parking  • On 
major  bus  route  • Remainder  of 
building  fully  occupied 

Call  272-5500 


Dennatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou . 

Because  the  care  and  treatment  of  patients  is  so  imponant  to  you, 
it’s  imponant  to  us.  That's  why,  at  Dermatopath  Lab,  we  assure 
you  of  high  qualitv;  reliable  slide  processing  and  interpretation 
of  all  your  dermatolog}'  specimens. 

Slides  are  prepared  by  .^\SCP  Registered  Technicians  and  inter- 
preted b\a  Board  Cenified  Dermatologist/  Dermatopathologist. 

Among  the  services  we  pro\’ide  are:  Slide  Processing,  H&E 
(Gross  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Stains,  C\tolog\'  and  Immunopero.xidase.  ,\ll 
available  at  affordable  costs!  For  added  convenience,  FREE  POST- 
AGE ( both  ways ),  along  with  supplies  ( materials,  \'ials  and  reports ) 
are  provided  for  you. 

NXhen  it  aimes  time  for  payment,  computerized  billing  repons, 
prepared  monthly,  make  your  bookkeeping  records  easy  to 
process. 

Read}'  to  have  \’our  dermatolog}'  specimen  requirements  an- 
swered b}'  professionals  as  concerned  about  patient  care  as  you 
are?  Call  todav:  Toll  Free  1 ( 800 ) 323-57t8,  or  ( 401 ) 

421-78"’0  Monday-Friday,  8:30am-4:30pm. 

Or  write:  Dermatopath  lab,  PO  Box  6810, 

Providence,  Rl  02940.  Dr.  Yvonne  Hines,  M.D., 
Dermatologist/Dermatopathologist. 
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O.P.T.l.O.Pt.  Care"  presents  . . . 


a Drug  Delivery  System 
for  Ambulatory  Bain 
Management 


• Patient  Education 
Monitoring 

• Deliveries  made  by 
a Pharmacist 
or  R.N. 

• One  Call  Convenience 
• 24  Hour  Call 


Injusion 

Options: 


Intravenous 
Subcutaneous 
Epidural 


SHAWN  M.  WARSHAUER,  R.PH. 
Director  Pharmacy 


O.P.T.LO.IS.  Care 

HOME  I V & NUTRITIONAL  SERVICE 

63  Sockanosset  Crossroad  • Cranston,  Rl  02920  • (401)  94(K)260 


BRUNO  BORENSTEIN,  M.D. 
Medical  Director 


Specialists  in  home  intravenous  therapies 


DHHS  Office  of  Inspector  General: 

An  Overview* 

The  Low  Detection  Rate  of  Sanctionable  Incidents  Argues  Against  Federal 
Surveillance  Process  Being  Onerous  or  Intrusive 


David  Hsia,  JD,  MD,  MPH 


In  1976,  Congress  created  the  Office  of  Inspec- 
tor General  (OIG)  at  the  then  Department  of 
Health,  Education,  and  Welfare  in  response  to 
repeated  abuses  of  government  programs.'  Re- 
capitulating high  school  civics,  the  federal  gov- 
ernment has  three  branches:  legislative,  execu- 
tive, and  judicial.  The  executive  branch  consists 
principally  of  the  cabinet  departments  and  in- 
dependent agencies. 

The  current  Department  of  Health  and  Hu- 
man Services  (DHHS)  is  the  second  largest  of  the 
cabinet  departments  with  a Fiscal  Year  (FY)  1987 
budget  of  approximately  $150  billion  in  pro- 
grams and  $230  billion  in  Social  Security  (trans- 
fer) payments,  nine  per  cent  of  the  Gross  Na- 
tional Product.  It  has  five  operating  divisions 
(Public  Health  Service,  Health  Care  Financing 
Administration,  Social  Security  Administration, 


David  Hsia,JD,  MD,  MPH,  is  a Medical  Officer  with 
the  Office  of  Inspector  General,  US  Departnmit  of 
Health  and  Human  Services  in  Washmgton,  DC. 


Doctor  Hsia  was  awarded  the  Charles  V.  Chapin  Medal 
at  the  44th  Charles  V.  Chapin  Oration  at  Rhode  Island 
Hospital,  October  13,  1988. 


* Office  of  Inspector  General,  US  Department  of  Health  and  Hu- 
man Services  (DHHS),  330  Independence  Avenue,  SW,  Washing- 
ton, DC  20201.  The  views  expressed  in  this  paper  do  not  represent 
the  policies  of  any  US  government  agency. 


Family  Support  Administration,  Office  of  Hu- 
man Development  Services)  and  nine  staff  divi- 
sions (public  relations,  legislation,  personnel, 
general  counsel,  civil  rights,  administration,  and 
others).  The  OIG  is  one  of  the  staff  divisions. 

The  OIG  has  the  statutory  mission  of  pro- 
moting economy  and  efficiency  in  the  depart- 
ment’s programs  and  operations  by  preventing 
and  detecting  waste,  fraud,  and  abuse. ^ In  FY 
1987,  for  example,  the  OIG  recovered  $5.4  bil- 
lion in  fines,  savings,  restitutions,  and  settle- 
ments.^ This  works  out  to  about  $75  recovered 
for  every  dollar  in  the  $70  million  budget  of  the 
OIG.  Over  five  billion  dollars  sounds  like  a lot  of 
money  recouped,  until  divided  into  the  depart- 
ment’s budget:  The  recoveries  by  OIG  amount 
to  only  1.5  per  cent  of  department  spending  dur- 
ing the  same  fiscal  year. 

Moving  down  the  table  of  organization,  the 
OIG  has  three  operating  components  and  an  ad- 
ministrative component.  The  components  differ 
in  their  activities,  training  required  of  prospec- 
tive employees,  and  organizational  culture. 

The  Office  of  Audit  principally  checks  the 
books  of  other  parts  of  the  department,  their 
contractors,  and  their  grant  recipients.  These  ac- 
tivities include  auditing  the  DHHS  computer  sys- 
tems, checking  the  overhead  charges  at  univer- 
sities, and  reviewing  the  management  of  DHHS 
activities.  Its  employees  are  mainly  accountants 
by  training.  Audit  consumes  over  half  of  the 
budget  and  personnel  of  OIG. 


H. 
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Table  1.  Office  of  Inspector  General  functions  (FY  1987) 


OFFICES 

Audit 

Investigation 

Analysis  & Inspection 

STAFF 

630 

416 

130 

BACKGROUND 

Accountants 

Investigators 

Analysts-consultants 

SAVINGS 

$4,668  million 

$75  million 

$647  million 

ACTIVITIES 

3100  audits 

2800  investigations 
1 1 75  convictions 

100  inspections 

440  sanctions 

T he  Office  of  fnvesligation  looks  into  allega- 
tions of  fraud  and  crime  pertaining  to  all  f)HHS 
jjrograms.  Its  staff  of  professional  criminal  in- 
vestigators graduate  from  the  boot  camp  for  fed- 
eral police  officers  at  (ilynco,  Cieorgia,  which  also 
trains  US  Marshals,  Secret  Service  agents,  Bor- 
der Patrol  officers.  National  Park  Police,  and  sky 
marshals.  The  investigators  of  OIG  spend  most 
of  their  time  investigating  criminal,  prohibited, 
or  improper  activities  by  DHHS  employees,  con- 
tractors, grantees,  practitioners,  and  providers. 
In  addition,  they  spend  about  five  per  cent  of 
their  resources  preparing  administrative  cases  for 
exclusion  or  civil  monetary  penalty.  Only  a frac- 
tion of  these  relate  to  health  care.  They  have  a 
full  time  medical  officer  attached  who  acts  as  a 
hearing  examiner  for  sanction  cases,  and  may 
obtain  additional  medical  review  from  the  Med- 
ical Office  of  the  Social  Security  Administration 
and  the  Armed  Forces  Institute  of  Pathology. 
Investigation  absorbs  over  one-third  of  the  money 
and  personnel  of  OIG. 

The  Office  of  Analysis  and  Inspection  studies 
the  general  function  of  the  DHHS  programs  to 
identify  vulnerabilities  and  recommend  policy 
changes.  Its  analysts  mainly  have  college  degrees 
with  strong  research  skills.  Its  employees  come 
from  diverse  backgrounds.  In  the  private  sector 
their  role  would  be  analogous  to  that  of  a con- 
sulting firm,  minus  the  fancy  business  degrees 
and  big  salaries.  Their  recent  health  related  stud- 
ies include  centralizing  bypass  surgery,  creden- 
tialing  physicians,  and  pricing  intraocular  lenses. 
Inspection  receives  less  than  15  per  cent  of  OIG 
resources. 

The  usual  administrative,  executive,  and  over- 
head functions  make  up  the  balance  of  the  or- 
ganization. Overall,  the  OIG  employs  around 
1200  full-time  employees  (FTEs),  most  of  whom 
are  scattered  arouncl  the  country  in  local  and 
regional  offices.^  Each  employee  therefore  re- 
covers an  average  of  $4.5  million  each  year.  About 
80  per  cent  are  auditors,  investigators,  analysts, 
or  their  supervisors. 


Comparative  Epidemiology  of  Quality 
Assurance  Systems 

The  health  care  system  has  recently  come  under 
increasing  jiressure  to  account  for  the  quality  of 
its  services.®  Financial  .scandals,  consumer  activ- 
ism, and  escalating  costs  have  all  contributed  to 
the  public’s  demand  for  increased  quality  review 
in  hospitals.  This  jiressure  has  triggered  an  ac- 
ademic debate  about  the  nature  and  measure- 
ment of  quality  in  medicine.  It  has  also  produced 
multiple,  overlapping  systems  c:>f  quality  re- 
view that  seem  to  “look  over  the  shoulder”  of  the 
practitioner. 

This  paper  does  not  address  the  complex  con- 
troversy over  structure,  process,  and  outcome,  as 
well  as  other  theoretical  issues  of  quality  control. 
Rather,  it  uses  “quick  and  dirty”  methods  to  de- 
scribe existing  quality  surveillance  mechanisms 
and  to  compare  their  effectiveness.  At  present 
most  practitioners  simultaneously  fall  under  four 
different  systems. 

• Peer  Review  Organizations  (PROs)  for  Medi- 
care prospective  payment,  backed  up  by  sanc- 
tion authority  from  Office  of  Inspector  Gen- 
eral (OIG). 

• Traditional  hospital-based  peer  review. 

• State  medical  boards  (SMBs),  responsible  for 
the  licensing  and  discipline  of  physicians. 

• Malpractice  litigation,  an  indirect  form  of 
quality  assurance. 

Gomparing  their  effectiveness  entails  relating 
research  from  different  sources.  In  any  meta- 
analysis, the  multiple  studies  vary  in  their  objec- 
tives, period  of  study,  sample  design,  method- 
ology, analysis,  assumptions,  and  other  essentials. 
The  reader  therefore  needs  to  be  aware  of  their 
technical  limitations  when  contrasting  them. 
Conversely,  refusing  to  accept  available  data  be- 
cause of  their  possible  imperfections  means  doing 
nothing  and  therefore  having  no  information 
from  which  to  make  policy  decisions. 
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Peer  Review  Organizations 

In  1982  Congress  established  the  PROs  to  re- 
place the  discredited  Professional  Standards  Re- 
view Organizations.’  Among  other  things,  the 
PROs  examine  a sample  of  Medicare  hospital  dis- 
charges to  determine: 

• Whether  the  services  are  . . . medically  neces- 
sary. . . . 

• Whether  the  cjuality  of  services  meets  profes- 
sionally recognized  standards.  . . . 

• The  completeness,  adequacy  and  quality  of 
hospital  care  provided,  and 

• The  medical  . . . appropriateness  of  hospital 
admissions  and  discharges.  . . . 

They  also  check  the  accuracy  of  the  disease 
codes  used  to  make  the  Diagnosis  Related 
Groups  (DRG)  assignment  and  the  adequacy  of 
medical  records.  The  Medicare  carriers  theoret- 
ically perform  a similar  function  for  Part  B reim- 
bursement of  physicians,  laboratories,  and  re- 
lated services. 

The  PRO  evaluation  process  starts  with  nurses 
(or  sometimes  medical  records  professionals)  who 
“ride  circuit”  from  hospital  to  hospital  checking 
a sample  of  medical  records  for  clinical  problems. 
The  contract  of  the  PRO  with  the  Health  Care 
Financing  Administration  (HCFA)  specifies  in 
detail  the  method  of  sample  selection.®  In  addi- 
tion to  using  their  judgement  and  experience, 
six  so-called  “generic  screens”  guide  their  anal- 
ysis of  a sample  of  records:^ 

• Stability  at  discharge 

• Death 

• Unscheduled  return  to  the  operating  room 

• Nosocomial  infection 

• Trauma  suffered  while  hospitalized 

• Adequacy  of  discharge  planning. 


If  the  nurse  flags  a case,  it  goes  to  a physician 
for  review.  Specialists  review  specialty  cases  and 
expert  consultation  is  available.  If  the  reviewing 
physician  (MD)  confirms  poor  quality  care,  un- 
necessary services,  or  premature  discharge  the 
PRO  sends  written  notice  to  the  practitioner. 

The  subsequent  PRO  process  varies  slightly 
depending  on  the  nature  of  the  problem  and  the 
proposed  PRO  action."^  Upon  allegation  of  a 
“substantial  number  of  substantial”  instances  of 
poor  quality,  the  physician  has  20  days  to  request 
a meeting  or  submit  explanatory  information. 
The  PRO  staff  review's  the  additional  material 
and  determines  w'hether  a violation  of  profes- 
sional standards  has  occurred.  If  affirmed,  it 
generally  suggests  a corrective  action  plan.  Cor- 
rective actions  may  include  discussions  with  PRO 
of  ficials,  increased  volume  of  review',  pre-admis- 
sion review,  further  medical  education,  addi- 
tional local  supervision  (eg,  when  performing 
certain  operations  or  procedures),  or  formal 
penalties. 

The  physician  under  review  may  either  accept  or 
refuse  the  corrective  plan.  In  the  latter  case,  the 
physician  receives  a second  notice  and  an  addi- 
tional 30  days  to  submit  further  information. 
Successive  appeals  may  go  to  a panel  of  physi- 
cians and  then  to  the  PRO  board.  Only  at  the 
conclusion  of  these  multiple  opportunities  to  be 
heard  and  failure  to  resolve  the  case  may  the 
PRO  refer  it  for  sanction.  The  referral  triggers 
a further  opportunity  to  submit  supplementary 
materials  to  the  OIG.  For  an  alleged  “gross  and 
flagrant”  violation,  the  subject  physician  receives 
only  one  30-day  notice  and  may  be  directly  sub- 
ject to  sanction  without  a corrective  action  plan. 

What  results  have  the  PROs  achieved?  The  Na- 
tional DRG  Validation  Study  of  medical  records 


Table  2.  Epidemiology  of  PRO  review 


Actual  problem 

Yes 

No 

Screened  positive:  Yes 

70 

True  positives 

410 

False  positives 

480 

No 

499,430 
False  negatives 

8,499,590 
True  negatives 

8,999,520 

Sensitivity  = 
Specificity  = 

70 

500,000 

8,500,000 

9,000,000 

— U.UIH/O 

500.000 
8,499,590 

o - 99.995% 

8.500.000 

Predictive  value  of  _ 70 
a positive  test  480 


February,  1989  — Vol.  72 


49 


lo  determine  that  at  least  5.5  |>er  cent  ol  dis- 
chaiges  have  ])()or  cjiiality  of  cate  tliat  the  1*R() 
should  have  detected  and  sanctioned."  A])|)lying 
this  rate  to  the  population  of  nine  million  pto- 
spective  payment  discharges  for  which  Medicat  e 
paid  itt  Fi.scal  V'eat  (FV)  1987  iitijtlies  att  ittci- 
dettce  of  500, ()()()  cases  of  poot  (|uality  fot  the 
PROs  to  delect.  Fite  RROsclaittt  lo  have  reviewed 
23.7  per  cent  of  all  discharges  lor  this  petiod, 
targeting  their  two  millioti  screenings  so  as  to 
detect  as  matiy  of  the  half  tnilliott  jjoot  (juality 
cases  as  possible. 

For  the  first  14  motiths  of  the  secotid  contract 
period  of  the  PROs,  they  issued  545  first  tiotices 
of  })ossihle  cjuality  violatiotis,  or  apjit oximalely 
48()  jjositive  screenings  for  FY  1987.‘-’  Itt  the  first 
2'/2  years  of  the  prospective  payment  system,  the 
54  PROs  referred  a total  of  151  cases  to  the  GIG 
for  sanctioti,  or  about  70  true  {positives  in  FV 
1987."  Dividing  by  the  projected  suhpojjulation 
of  500,000  actual  poor  quality  cases  gives  a sen- 
sitivity of  0.014  per  cent.  Fhus,  the  PROs  detect 
one  out  of  7143  sanctionable  cases.  Dividing  the 
true  negatives  by  the  5.5  million  actual  good  cjual- 
ity  non-cases  implies  a specificity  of  99.995  per 
cent.  So  the  PRO  process  has  a one  in  20,000 
chance  of  baselessly  accusing  a practitioner  of 
poor  quality.  Dividing  the  frequency  of  true  pos- 
itives by  those  discharges  initially  screened  as  poor 
quality  gives  a predictive  value  of  a positive  test 
of  14.6  per  cent.  Fhus,  only  one  sanction  notice 
out  of  seven  results  in  a subsequent  sanction  re- 
ferral to  the  OIG. 

In  FY  1 987  the  PROs  cost  Medicare  about  % 1 50 
million"  annually,  with  their  activities  principally 
focusing  on  c|uality  assurance  and  utilization  re- 
view." Accordingly,  the  PROs  received  $17  for 
each  prospective  payment  discharge,  $75  per 
record  actually  screened,  $3 12,500  for  each  sanc- 
tion notice  issued,  or  $2,142,857  per  OIG  refer- 
ral, depending  upon  the  preferred  cost-effec- 
tiveness divisor.  Where  did  the  PRO  money  go? 
One  partial  answer  may  be  the  16  per  cent  profit 
rate  attained  by  the  PROs,  with  seven  PROs  keep- 
ing more  than  20  per  cent  of  their  budgets  in 
profits." 

In  addition  to  low  sensitivity,  the  Medicare 
cjuality  review  process  suffers  from  high  inter- 
PRO  variation.  Some  30  per  cent  of  PROs  have 
never  identified  any  sanctionable  cjuality  defi- 
ciencies." Only  two  PROs  have  identified  more 
than  ten  such  cases.  The  PROs  cite  the  high  po- 
litical and  financial  cost  of  reviewing  quality  cases 
and  conflicts  between  their  educational  and  en- 
forcement roles.  Physicians  criticize  the  PROs  for 


inconsistent  intei  jjretation  of  the  standaicl  of  re- 
view (“|)t ofessionally  accejMed  standards”)*'’  and 
difficidly  balancing  the  physician’s  right  to  due 
j)rocess  with  the  patient’s  right  to  (juality  medical 
care.  Academic  observers  lujte  the  difficulties  de- 
fining what  constitutes  quality  in  medical  care 
and  assui  ing  consistency  between  reviewers. 

OIG  Sanction 

Uj)on  identifying  pool  cpiality  care,  the  PRO  re- 
fers the  matter  lo  the  OKi  for  possible  sanction. 
Fhe  investigative  rejjonsihililies  of  the  OlCi  in- 
clude the  detection  of  waste,  fraud,  and  abuse  in 
DHIIS  programs  aiul  develojiinenl  of  sanction 
cases  and  civil  monetary  penalties.  Fhe  vast  ma- 
jority of  this  activity  focuses  on  2,800  criminal 
and  administrative  proceedings  of  the  OIG  in  FY 
1987,  not  on  sanctions. 

Upon  receiving  a PRO  case,  the  OIG  gives  the 
subject  30  days  to  submit  additional  material.^* 
The  OIG  staff  reviews  the  PRO  materials  and 
recommendations  and  any  materials  submitted 
by  the  practitioner.  An  analyst  determines  com- 
j)liance  with  statutory  and  regulatory  require- 
ments. Several  jthysicians  review  the  medical  ba- 
sis. An  attorney  reviews  the  legal  sufficiency.  The 
OIG  may  either  sustain  the  PRO  recommenda- 
tion, alter  the  recommendation,  or  reject  the  rec- 
ommendation. Fhe  OIG  has  120  days  to  com- 
plete its  process,  or  by  statute  the  sanction  goes 
into  effect  automatically. 

Uj)on  OIG  action,  the  provider  or  practitioner 
may  appeal  to  an  Administrative  Law  Judge  (ALJ) 
for  a de  novo  hearing.  Each  side  presents  evidence 
and  witnesses,  may  be  represented  by  counsel, 
and  has  the  right  of  cross-examination.  The  writ- 
ten opinion  of  the  ALJ  may  sustain,  modify,  or 
dismiss  the  sanction.  Subsequent  appeals  go  to 
the  Departmental  Appeals  Council  and  then  the 
federal  court  system.  The  exact  process  varies 
slightly  depending  upon  whether  the  PRO  pro- 
poses a civil  monetary  penalty  or  Medicare  ex- 
clusion.^^ 

As  noted  above,  the  PROs  issued  approxi- 
mately 480  notices  of  possible  sanction  in  FY  1987. 
Of  these,  about  70  got  to  the  OIG,  the  other 
incidents  being  satisfactorily  explained  to  the  PRO 
or  foundering  on  procedural  grounds.  The  OIG 
then  accepted  25,  but  rejected  45  as  medically  or 
procedurally  inadequate.  Assuming  the  non-re- 
ferred  cases  to  have  the  same  distribution  of  good 
and  poor  c|uality  as  the  general  Medicare  pop- 
ulation (94.5  per  cent  and  5.5  pen  cent  respec- 
tively), implies  the  process  correctly  identified 
52. 1 per  cent  of  poor  quality  cases  (the  sensitivity) 


50 


Rhode  Island  Medical  Journal 


Table  3.  Epidemiology  of  OIG  sanction 


Actually  sanctionable 


Screened  positive:  Yes 


No 


25 

Sensitivity  = = 52.1% 

48 


Specificity  = = 89.6% 

^ 432 

Predictive  value  of  _ 25 
a positive  test  ~ 70  ~ 


Yes  No 


25 

45 

23 

387 

48  432 


70 

410 

480 


and  89.6  per  cent  of  the  good  quality  cases  (the 
specificity).  Some  35.7  ])er  cent  of  referred  cases 
actually  underwent  sanction  (the  predictive  value 
of  a positive  test). 

Thus,  out  of  500, ()()()  sanctionable  hospital  in- 
cidents each  year,  the  combined  PRO-OIG  proc- 
ess identified  and  sanctioned  a total  of 0.005  per 
cent.  This  rate  results  principally  from  the  low 
sensitivity  of  the  PRO  screening  process,  ft  should 
reassure  providers  and  practitioners  that  the 
process  interferes  little  with  clinical  practice. 

The  OfG  part  of  the  sanction  process  costs 
about  $500,000  annually.  Divided  into  the  case 
load,  the  OfCi  has  a cost  effectiveness  of  about 
$1,000  per  PRO  notice,  $7,000  per  screening  in- 
vestigation, or  $20,000  per  actual  sanction.  In 
addition  to  the  previously  described  problems  of 
inconsistent  standards  for  medical  review  and  the 
low  volume  of  PRO  referrals,  the  OIG  part  of 
the  sanction  process  suffers  from  the  resource- 
intensive nature  of  “making”  a medical  case  (ver- 
sus the  more  open-and-shut  character  of  a theft 
case),  limited  OIG  resources,  and  the  jjrolonged 
appeal  process. 

Hospital  Based  Peer  Review 

Arguably,  this  traditional  system  of  (juality  as- 
surance provides  true  “peer  review.”  Local  phy- 
sicians check  each  others’  work  to  maintain  the 
hospital’s  overall  medical  quality.  The  mutual 
candor  necessary  for  such  a system  to  function 
requires  absolute  confidentiality.  In  conse- 
quence, no  figures  exist  for  the  rate  or  f requency 
of  peer  review,  the  findings  of  the  process  or  the 
actions  driven  by  those  findings.  Statistics  on  the 
cost  of  peer  review  do  not  exist  either.  Both  top- 
ics warrant  further  inquiry,  but  offer  no  data  for 
comparison  purposes  at  present. 


State  Medical  Boards 

I he  state  medical  boards  (SMB)  have  responsi- 
bility for  the  licensure  and  discipline  of  physi- 
cians, rather  than  for  the  direct  quality  of  care 
rendeied  to  patients  by  their  licensees.  However, 
these  a])proj)iiate  and  necessary  functions  form 
an  interesting  parallel  for  ej)idemiological  and 
cost  compai'isons. 

About  20,000  new  MDs  seek  licensing  from 
one  or  more  of  the  50-plus  state  medical  boards 
each  year.-*  American-trained  MDs  present  rel- 
atively few  credentialing  j)roblems  because  the 
c|uantity  and  (|uality  of  their  training  can  be  in- 
dependently verified. -■*  Accordingly,  the  boards 
devote  most  of  their  licensing  resources  to  the 
8.0  j^er  cetit  who  are  foreign  national-foreign 
medical  graduates  and  the  9.8  jjer  cent  that  are 
US  national-foreign  medical  graduates  (in  1984). 
A number  of  scandals  involving  poor  training, 
purchasing  of  foreign  medical  degrees,  and  cheat- 
ing on  the  FLEX  examination  have  challenged  the 
limited  resources  of  the  state  medical  boards. 

Fuming  from  licensing  to  professional  disci- 
pline, the  state  medical  boarcls  are  responsible 
for  the  behavior  of  approximately  550, ()()()  jn  es- 
ently  licensed  MDs.  Between  1982  and  1984  they 
iticreased  their  number  of  disciplinary  actions 
from  953  to  1,381.-®  However,  tier-1  actions  in- 
volving revocation,  probation,  or  suspension  re- 
mained steady  at  about  600  annually  throughout 
this  period,  a rate  of  0. 1 per  cent  of  all  MDs.  Half 
the  actions  were  for  writing  inajtpropriate  nar- 
cotics prescriptions  and  one-quarter  for  personal 
impairment  with  drugs  or  alcohol.  The  remain- 
ing quarter  included  a varietv  of  incidents  such 
as  imj)roper  personal  behavior,  non-medical 
criminal  com  ictions,  and  reciprocity  for  medical 
discij)line  in  another  jui  isdiction.  Few  actions 
pertain  to  poor  c|uality  of  care.  State  medical 
boards  cite  the  difficulty  and  exjjense  of  devel- 
oping such  cases. 

Unfortunately,  no  data  sources  quantitate  the 
ef  fectiveness  of  the  state  medical  boards  in  qual- 
ity assurance.  However,  figures  do  exist  for 
measuring  physician  imj^airment.  Assessing  im- 
pairment may  not  have  the  judgmental  charac- 
teristics of  assessing  quality  of  care,  but  the  SMB 
process  woidd  probably  have  the  same  magni- 
tude of  sensitivity,  specificity,  and  predictive  value 
of  a positive  test. 

A recent  meta-analysis  of  the  multiple  studies 
of  drug  and  alcohol  abuse  among  MDs  suggests 
1.2  per  cent  prevalence  for  physicians  requiring 
institutional  treatment  or  dying  of  addiction-re- 
lated causes,  basically  the  same  rate  as  the  pop- 
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Table  4.  Epidemiology  of  SMB  discipline  for  impairment 


Screened  positive: 


Yes 

No 


Actual  impairment 

Yes  No 


350 

700-6,650 

6,250 

536,750-542,700 

6,600 


Sensitivity  = 


Specificity  = 


350 


5.3% 


6,600 
536,750-542,000 


Predictive  value 
of  a positive  test 


543,400 

350 


1,050-7,000 


543,400 


98,8-99.7% 

5.0-33.3% 


1 ,050-7,000 

543,000-548,950 

550,000 


Illation  at  large,  controlling  lor  social  class. This 
rate  implies  a snhpopnlation  ol  about  6,6()0  im- 
paired physicians  (cases)  warranting  state-medi- 
cal-board  supervision.  The  350  or  so  tier-1  and 
-2  actions  for  impairment  therefore  correctly  de- 
tect 5.3  per  cent  of  impaired  physicians,  the  sen- 
sitivity. 

Only  anecdotal  data  exist  about  the  rate  of  re- 
lerrals  to  SMBs  for  impairment.  These  reports 
suggest  that  about  one  out  of  3-20  referrals  re- 
sults in  SMB  action.  Assuming  therefore,  a range 
of  1-7,000  SMB  screenings  implies  correct  rejec- 
tion of  98.8-99.7  per  cent  of  non-impaired  phy- 
sicians, the  specificity;  and  5.0-33.3  per  cent  as 
the  predictive  value  of  a positive  test.  Note  that 
these  calculations  compare  prevalence  rates,  rather 
than  incidence  rates,  an  unavoidable  limitation 
of  the  data,  absent  estimates  of  the  duration  both 
of  impairment  and  of  being  a physician. 

The  state  medical  boards  depend  principally 
cn  renewal  fees  to  finance  their  disciplinary  ac- 
tivities. Their  combined  $50  million  budget  im- 
plies a cost  effectiveness  of  less  than  $100  an- 
nually per  licensed  physician,  $3-24,000  per 
screening,  or  $143,000  per  disciplinary  action. 
This  simplified  calculation  makes  no  deduction 
for  the  costs  of  licensing,  because  the  applicants 
bear  most  such  expenses  and  this  revenue  mainly 
accrues  to  the  National  Board  of  Medical  Ex- 
aminers. 

As  with  the  PROs,  considerable  variation  exists 
from  state  to  state.  Some  hardly  discipline  any- 
one, while  others  are  fairly  aggressive.  The  usual 
limitations  on  resources  and  the  need  to  balance 
due  process  with  public  protection  apply  to  the 
state  medical  boards.  Current  controversies  in- 
clude (1)  the  evidentiary  role  of  malpractice  lit- 
igation and  (2)  discipline  for  activities  not  per- 
taining to  professional  conduct. 


Malpractice 

The  tort  system  has  the  objective  of  compensat- 
ing victims  of  civil  wrongs,  not  punishing  wrong- 
doers or  assuring  quality  medical  care.  However, 
legal  scholars  argue  that  financial  liability  deters 
careless  behavior,  such  as  [)oor  quality  profes- 
sional services.'^  The  judicial  elements  necessary 
for  a malpractice  case  include  negligence,  caus- 
ation of  injury,  and  damages. Theoretically, 
poor  quality  of  care  goes  only  to  the  element  of 
negligence,  whereas  the  size  of  the  judgment 
depends  upon  the  damage  to  the  plaintiff.  Critics 
charge  that  the  personal  appeal  of  the  plaintiff 
and  personality  of  the  defendant  confound  any 
causal  relationship  between  the  merits  of  the  case 
and  its  outcomes.  Procedurally,  the  injury  results 
in  the  filing  of  a suit,  reply  by  the  defendant, 
discovery  via  interrogatories  and  deposition,  set- 
tlement or  trial,  judgment,  possible  appeal,  and 
(if  adverse)  payment  of  damages.^® 

In  1977  the  California  Medical  Association 
conducted  a survey  of  inpatient  medical  care  and 
concluded  that  4.65  per  cent  of  hospitalized  pa- 
tients incur  medically  caused  injuries.^®  Applying 
this  rate  to  the  34  million  hospital  discharges  in 
1984  suggests  that  around  1.5  million  incidents 
of  malpractice  occur  annually.^'  More  recently, 
the  US  Government  Accounting  Office  (GAO) 
projected  that  medical  malpractice  insurers  re- 
ceived 73,472  claims  in  1984.®~  Of  these,  31,887 
lawsuits  and  settlements  resulted  in  a payment. 
Eighty  per  cent  of  events  occurred  in  the  hos- 
pital, 13  per  cent  in  the  office,  and  7 per  cent 
elsewhere;  while  8.6  suits  occur  annually  per  100 
physicians. 

Cross-tabulating  malpractice  claims  against  ac- 
tual malpractice  suggests  that  2.1  per  cent  of  in- 
cidents correctly  result  in  liability,  the  sensitivity, 
while  the  process  correctly  rejects  99.9  per  cent 
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Table  5.  Epidemiology  of  malpractice  litigation 


I 


i 


Malpractice  claim; 


Yes 

No 


Actual  malpractice 

Yes  No 


31,887 

41,855 

1,468,113 

32,458,145 

1 ,500,000  32,500,000 


( 


^ 31,887 

Sensitivity  = = 

^ 1 ,500,000 

„ 32,458,145 

Specificity  = = 

^ 32,500,000 

Predictive  value  _ 31 ,887 

of  a positive  test  ~ 73,472 


2.1% 

99.9% 

- = 43.4% 


73,472 

33,926,258 

34,000,000 


of  non-malpractice,  the  specificity.  Of  malprac- 
tice actions  filed  43.4  per  cent  produce  a re- 
covery, the  predictive  value  of  a positive  test. 

The  latter  study  notes  that  malpractice  de- 
fendants and  insurers  paid  out  $2.6  billion  in 
damages  for  the  index  year.  They  also  incurred 
$0.8  billion  of  investigation  and  defense  costs; 
mainly  lawyers’  fees,  but  also  some  expert  wit- 
nesses and  investigators.  The  American  Medical 
Association  estimates  that  defensive  medicine  in- 
creases health  care  costs  by  $15  billion  annually. 
Even  if  accurate,  the  latter  figure  amounts  to  only 
3.8  per  cent  of  the  $391.1  billion  spent  on  health 
care  in  1984.'’'*  The  $3.4  billion  in  direct  mal- 
practice costs  therefore  constitutes  less  than  one 
per  cent  of  health-care  expenditures,  about  the 
same  as  for  businesses  in  the  manufacturing  sec- 
tor. 

This  amount  comes  to  $100  per  discharge, 
$46,000  per  claim,  or  $107,000  per  successful 
claim.  One  hundred  dollars  per  discharge  might 
seem  like  a lot  to  pay  for  malpractice.  It  could 
almost  appear  as  a separate  item  on  the  hospital 
bill  along  with  room  charges  or  respiratory  ther- 
apy. However,  since  the  average  1984  hospital 
bill  was  over  $5000,  it  amounts  to  less  than  two 
per  cent  of  charges. 

The  payment  per  successful  claim  conceals  a 
very  skewed  distribution.  It  has  a median  of 
$18,000,  but  an  average  of  $81,000,  implying 
that  a few  recipients  got  most  of  the  money  and 
a lot  of  recipients  got  only  a little  money. 
Specifically,  payments  over  $250,000  comprise 
only  nine  per  cent  claims,  but  accounted  for  61 
per  cent  of  the  dollars.  Broken  out  by  specialty, 
general  surgeons  pay  the  largest  number  of 
claims,  but  obstetricians  have  the  highest  pay- 
ment per  successful  claim. 


Discussion 

Comparing  the  ejjidemiology  of  these  ap- 
proaches to  quality  review:  PRO  screening  has 
the  highest  type-1  error  (or  lowest  effectiveness 
at  detecting  poor  quality  care),  but  the  lowest 
type-2  error  (or  highest  effectiveness  at  screen- 
ing out  good  quality  care).^®  It  also  has  the  lowest 
efficiency  (positive  screenings  confirmed  upon 
review).  OIG  review  has  the  lowest  type- 1 error, 
highest  type-2  error,  and  intermediate  efficiency. 
Malpractice  litigation  has  the  highest  efficiency, 
with  nearly  half  of  suits  producing  a recovery, 
high  type-1  error,  and  low  type-2  error.  The  state 
medical  boards  fall  somewhere  in  between. 

As  measured  by  the  sensitivity,  the  poor-qual- 
ity discharge  or  physician  has  0.02  per  cent  chance 
of  being  detected  by  the  PRO,  two  per  cent  chance 
of  winding  up  in  a malpractice  action,  and  0.3- 
1.2  per  cent  chance  of  coming  to  the  attention 
of  the  medical  board.  Deducting  the  specificity 
from  one,  the  good-quality  discharge  or  physi- 
cian has  even  less  to  worry  about,  with  a 0.005 
per  cent  chance  of  being  screened  positive  and 
then  not  being  referred  for  sanction  by  the  PROs, 
0.3  per  cent  chance  of  being  accused  of  impair- 
ment by  the  state  medical  board  when  not  im- 
paired, and  0. 1 per  cent  chance  of  being  unjustly 
sued  for  malpractice.  Accordingly,  despite  the 
low  absolute  probability,  the  poor-quality  dis- 
charges or  physician  has  4-2 1 times  greater  chance 
of  becoming  embroiled  in  proceedings  related  to 
quality  assurance. 

This  epidemiology  affects  the  cost  effective- 
ness of  quality  assurance.  The  PROs  have  the 
lowest  unit  cost  for  screening,  $17  per  discharge; 
but  their  low  yield  produces  a very  high  cost  per 
case.  The  OIG  sanction  process  has  the  highest 
cost  per  population  because  of  the  latter’s  small 
size.  The  high  sensitivity  of  the  OIG  and  speci- 
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Table  6.  Quality  assurance  epidemiology 


POPULATION 

PROS 

OIG 

SMBs 

Malpractice 

Total 

9,000,000 

480 

550,000 

34,000,000 

Screened 

2,000,000 

480 

2,100-14,000 

? 

Screened  positive 

480 

70 

? 

73,472 

True  positive 
EPIDEMIOLOGY  (%) 

70 

25 

350 

31,887 

Sensitivity 

0.014 

52.1 

5.3 

2.1 

Specificity 

99.995 

89.6 

98.8-99.7 

99.9 

Predictive  value  of  a positive  test 
COST  ($) 

14.6 

35.7 

5.0-33.3 

43.4 

Total  (million) 

150 

0.5 

50 

3,400 

Per  population 

17 

1,042 

91 

100 

Per  screening 

75 

1,042 

3,571-23,810 

? 

Per  screened  positive 

312,500 

7,143 

? 

46,276 

Per  true  positive 

SEPARATION  OF  CASES  AND  NON-CASES 

2,142,857 

20,000 

142,857 

106,627 

1 -specificity  (%) 

0.005 

10.4 

0.3-1. 2 

0.1 

sensitivity/(1  -specificity) 

4 

5 

4-18 

21 

ficity  give  it  the  lowest  costs  j)er  screening  and 
case.  The  state  medical  boards  have  high  screen- 
ing costs,  hut  do  well  on  other  axes.  Malpractice 
litigation  has  low  case  costs  given  its  victim  com- 
pensation component. 

What  does  this  mean  to  the  practitioner?  First, 
keep  good  medical  records.  High-quality  workup 
and  therapy  without  documentation  could  place 
the  physician  in  a very  difficult  position  under 
any  of  these  systems,  if  something  subsequently 
goes  wrong. 

Second,  both  the  competent  and  incompetent 
practitioner  have  little  chance  of  encountering 
any  quality-assurance  system.  PRO  detection  of 
0.014  per  cent  of  sanctionahle  incidents  argues 
against  federal  surveillance  process  being  oner- 
ous or  intrusive. 

Third,  if  selected  for  PRO  review  there  is  no 
reason  not  to  cooperate.  Eighty-five  per  cent  of 
PRO  notices  of  proposed  sanction  do  not  result 
in  OIG  referral.  Two-thirds  of  referrals  are  re- 
jected. Statistically,  the  odds  of  exoneration  are 
19  out  of  20  regardless  of  the  actual  c|uality  of 
care. 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  finked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflovyor  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  artion,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.L2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally,'' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.'  ■3  '’  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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MEDICAL  OFFICE 

St.  Thomas 

U.S.  Virgin  Islands  . 

A/  //7r 

TO  SHARE 

Common  waiting  and  reception  areas.  Pri- 
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vate  examination  rooms.  Shared  office  ex- 
penses. 

Excellent  opportunity  for  second  office  or 

II  4 Bedroom 

starting  physicians. 

/ I Beach  Villa  Rental 

RESERVOIR  AVENUE  NEAR  GARDEN  CITY 

Mr.  Radican  401-431-4000 
Weekdays 

For  Information  Please  Call 

David  S.  Mariik 

Book  now  for  Winter  1989  accom- 

861-2610 

modations.  Minimum  7 night  rent- 

als.  Cowpet  Bay  brochure  avail- 
able. Call  or  write  Bob  Radican,  Box 
817,  Providence,  Rl  02901. 

PICTURE 

CONSULTANTS 

for 
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COMPETITIVE  PRICING  • DELIVERY  AND  HANGING  INCLUDED 

Please  call  for  details: 

PROVIDENCE  PICTURE  FRAME  CO. 
DRYDEN  GALLERIES,  LTD. 

401-421-6196 
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Status  of  the  Rhode  Island  Board  of 
Medical  Licensure  and  Discipline 

The  Public  Must  Be  Educated  that  an  Unfortunate  Outcome  Does  Not 
Automatically  Represent  Substandard  Care 


Milton  W.  Hamolsky,  MD 


I am  looking  forward  to  the  presentation  by  our 
Chapin  Orator  for  1988  on  the  overall  global  as- 
pects— the  macrocosm  of  regulation  of  the  med- 
ical profession  now  swirling  across  this  country. 
My  task  is  to  report  briefly  on  the  microcosm  of 
Rhode  Island’s  twenty-two-month-old  Board  of 
Medical  Licensure  and  Discipline. 

The  first  citation  I could  find  concerning  phy- 
sician licensure  in  Rhode  Island  was  in  1896  — 
consisting  of  the  def  initions  of  “a  physician”  and 
of  the  “practice  of  medicine,”  which  were  then 
inserted  into  our  general  laws  in  1923  and  into 
the  licensure  act  in  public  laws  in  1927.  In  1976, 
as  one  element  of  the  response  to  the  growing 
malpractice  crises,  a semi-autonomous  Board  of 
Medical  Review  was  created  with  the  authority 
to  “investigate,  review  and  monitor  the  profes- 
sional conduct  of  physicians  and  to  impose  sanc- 
tions or  other  conditions  on  physicians  found 
guilty  of  unprofessional  conduct.” 

Creation  of  New  Board 

Effective  1 January  1987  the  legislature,  seizing 
upon  an  expose  of  serious  unprofessional  con- 


Milton  W.  Hamolsky,  MD,  is  the  Chief  Administrative 
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Island. 


The  following  paper  ivas  read  at  the  44th  Charles  V. 
Chapin  Oration  at  Rhode  Island  Hospital,  October  13, 
1988. 


duct  by  one  physician  and  — equally  importantly 
— the  prolonged  failure  of  the  medical  profes- 
sion to  “do  anything  about  it”  created  a new  Board 
of  Medical  Licensure  and  Discipline,  thus  estab- 
lishing a single  body  to  deal  with  both  licensure 
(initial  and  annual  re-licensure)  and  the  issues  of 
professional  disciplining.  Among  other  changes 
the  new  Board  is  now  responsible  to  the  Director 
of  Health  and,  therefore,  to  the  executive  branch 
of  state  government.  In  the  new  law  there  are 
increasing  requirements  for  licensure  and  re-li- 
censure,  rigorous  and  sweeping  statutory  re- 
quirements for  the  composition  of  the  Board, 
mandatory  reporting  to  the  Board  of  incidents 
or  complaints  or  any  diminution  in  hospital  priv- 
ileges, guidelines  for  investigation  of  complaints, 
expanding  definitions  of  unprofessional  con- 
duct, definitions  of  the  decision  process,  due 
process  for  the  physician,  increasing  range  of 
sanctions,  subpoena  power,  immunity  for  those 
reporting  to  the  Board  and  for  various  peer  re- 
view groiq^s  as  well  as  for  members  of  the  Board 
and  its  staff  if  acting  in  good  faith  and  without 
malice,  safeguard  of  confidentiality,  and  absolute 
requirements  for  the  publication  of  any  decisions 
of  unprofessional  conduct  and  any  resultant 
sanctions.  We  are  limited  to  judgments  concern- 
ing MDs  and  DOs  — not  of  hospitals  as  institu- 
tions. 

Turning  first  to  licensure,  during  the  past  year 
we  have  assumed  the  responsibility  for  licensure 
and  annual  relicensure  of  some  twenty-seven 
hundred  physicians,  certification  this  year  for  the 
twenty-seven  hundred  physicians  of  the  required 
sixty  hours  of  continuing  medical  education  over 
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the  past  three  yeais,  clarification  of  the  inactive 
status  of  one  hinufred  and  fifty-two  physicians 
and  ajjproxiinately  f ive  hnndied  limited  licenses 
lor  inteins,  residents,  and  fellows. 

Composition  of  Board  and  its  Powers 
and  Duties 

By  law  the  Board  is  coinj)osed  of  twelve  members 
plus  the  Director  of  Health  as  chairman;  four 
MDs  (one  of  whom  shall  he  a full-time  medical 
school  facidty  member),  two  doctors  of  osteojj- 
athy,  and  six  public  members  — one  hospital 
administrator,  one  attorney  with  experience  as 
plaintiffs  council  in  medical  malpractice  matters, 
one  at  least  sixty  years  of  age,  and  three  not  as- 
sociated with  the  medical  field.  Two  MDs  and 
one  public  member  serve  as  a subcommittee  of 
examiners  for  licensure  in  allopathic  medicine; 
two  DOs  and  one  public  member  serve  as  the 
sub-committee  of  examiners  for  osteopathy. 
There  are  two  investigative  subcommittees  each 
composed  of  two  physicians  and  two  public  mem- 
bers. The  staff  consists  of  the  chief  administrative 
officer,  a deputy  assistant,  five  secretaries,  two 
investigators,  and  legal  counsel  under  contract. 
All  activities  of  the  Board  are  funded  from  an- 
nual physician  and  hospital  fees,  credited  to  a 
restricted  receipt  account,  utilized  only  for  the 
purposes  of  maintaining,  managing,  operating, 
and  administering  all  matters  of  licensure  and 
discipline.  Each  hospital  pays  an  annual  fee,  in 
a fixed  ratio  to  the  MD  fee,  for  each  hospital  bed 
it  services. 

The  statutory  powers  and  duties  of  the  Board 
include  the  mandates  to;  establish  rules,  proce- 
dures, and  regulations  deemed  necessary  to  carry 
out  the  requirements  of  the  law,  investigate  all 
complaints  and  charges  of  unprofessional  con- 
duct and  hold  hearings  to  determine  whether 
such  charges  are  substantiated  or  not;  direct  the 
director  of  health  to  license  duly  qualified  ap- 
plicants; direct  the  director  to  revoke,  suspend, 
or  implement  other  disciplinary  actions;  and  is- 
sue subpoenas,  take  or  cause  depositions  to  be 
taken,  and  summon  and  examine  witnesses  dur- 
ing any  investigation,  hearing,  or  proceeding 
conducted  fjy  the  Boarci. 

Procedures 

The  Board  has  evolved  the  following  protocols: 
complaints  or  reports  of  disciplinary  actions  or 
claims  filed  or  settled  are  received  in  writing  from 
an  individual,  a hospital;  another  MD,  medical 
association,  medical  society;  health  care  facility; 


Health  Maintenance  Organization  (HMO);  [leer 
review  boaid,  medical  service  bureau;  health  in- 
surance carrier;  l^eer  Review  Organization  (l^RO), 
and  agency  of  federal,  state,  or  local  government, 
including  the  courts.  If  a hosjiital  rejiorts  a dim- 
inution of  staff  privileges  for  any  reason,  the 
Boatcf  must  be  informed  and  then  inform  all 
health-care  facilities,  unless  the  decreased  jiriv- 
ileges  are  for  purely  administrative  reasons. 

All  complaints  or  such  rejiorts  are  evaluated 
by  the  chief  administrative  officer  and  the  deji- 
uty.  If  the  comjilaint  appears  to  be  substantive, 
it  is  forwarded  to  the  MD  or  DO  involved  for 
clarification  and  response  in  writing,  fhe  com- 
jilaint  and  physician  response  are  then  for- 
warded to  one  of  the  investigative  committees  of 
four  memtiers  for  evaluation  together  with  any 
hospital  records,  physician’s  records,  relevant  x- 
ray  films,  electrocardiograms  (EKGs),  laboratory 
results,  and  other  relevant  materials.  I’he  sub- 
committee may  request  any  additional  data  from 
any  source,  including  consultations  from  outside 
experts  in  the  related  field,  and  may  invite  the 
complainant,  or  the  physician  or  both  to  an  in- 
formal hearing.  The  Board  is  not  confronta- 
tional, and  we  do  not  have  the  complainant  and 
physician  appear  at  the  same  time. 

If  the  subcommittee  concludes  after  due  de- 
liberation of  all  the  relevant  data  that  there  is 
substantial  cause  for  a recommendation  of  un- 
professional conduct,  according  to  one  or  more 
definitions  detailed  specifically  in  twenty-eight 
separate  sections  of  the  statute,  our  legal  counsel 
is  directed  to  prepare  a consent  order,  detailing 
the  findings  of  fact  and  proposed  sanctions.  The 
consent  order  is  provided  to  the  physician  and 
his/her  legal  counsel,  only  after  an  interview  with 
the  physician.  The  physician  or  his/her  legal 
counsel  may  request  alterations  of  the  consent 
order.  These  are  then  considered  by  the  inves- 
tigating committee.  All  proceedings  of  the  in- 
vestigative committee  are  kept  strictly  confiden- 
tial. 


Disposition  of  Cases 

If  the  physician  accepts  and  signs  the  consent 
order  — and  only  if  the  physician  signs  — the 
formal  vote  of  the  subcommittee  is  then  for- 
warded to  the  full  Board  with  recommendations 
for  a sanction.  The  range  of  sanctions  is  also 
detailed  in  the  statute:  formal  reprimand;  sus- 
pension, restriction,  or  revocation  of  licensure; 
period  of  probation;  submission  to  care  or  coun- 
seling or  treatment  by  a physician  or  program 
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acceptable  to  the  Board;  or  participation  in  a 
program  of  continuing  medical  education,  prac- 
tice under  direct  supervision,  and  assessment  of 
administrative  costs.  Fhe  substance  of  the  case 
and  the  recommended  sanction(s)  are  then  pre- 
sented to  the  remaining  eight  members  (four 
physicians,  four  public  members)  who  have  been 
purposely  kept  without  knowledge  of  any  prior 
deliberations  of  the  subcommittee.  The  pros  and 
cons  of  the  case  are  deliberated  again  by  these 
eight  members.  This  group  may  accept,  modify, 
or  reject  the  recommendation  of  the  subcom- 
mittee or  may  ask  for  further  investigations,  out- 
side consultations,  or  other  information.  If  the 
Board  finally  votes  a finding  of  unprofessional 
conduct,  it  directs  the  Director  of  Health  to  sign 
the  consent  order,  which  at  that  point  becomes 
a matter  of  public  record. 

If  the  final  vote  of  the  full  Board  is  no  un- 
professional conduct,  all  proceedings  remain 
strictly  confidential,  and  the  only  ones  informed 
are  the  complainant,  the  physician,  and  his/her 
legal  counsel.  If  the  final  vote  is  unprofessional 
conduct  and  is  accepted  by  the  physician,  the 
consent  order  is  published  in  the  legal  proceed- 
ings of  the  newspaper.  The  decision  must  also 
be  distributed  to  health-care  f acilities  of  the  state 
and  must  be  reported  to  the  Federation  of  State 
Medical  Boards,  the  national  organization  of  all 
state  medical  boards  located  in  Texas. 

If  the  physician  or  legal  counsel  does  not  in 
the  first  instance  accept  the  consent  order  pre- 
pared upon  the  vote  of  the  subcommittee,  the 
Board’s  legal  counsel  prepares  specification  of 
charges  for  a formal  hearing  to  be  conducted  by 
five  of  the  eight  untainted  remaining  members 
of  the  Board.  The  hearing  committee  will  sub- 
poena any  witnesses,  consultants,  or  others  re- 
quested by  the  physician,  and  both  sides  are  rep- 
resented by  legal  counsel  in  the  formal  hearing. 
The  investigative  subcommittee  does  not  partic- 
ipate in  the  hearing.  A vote  of  four  of  the  five 
members  is  necessary  for  a final  decision  of  the 
hearing  committee.  The  physician  may  then  ap- 
peal the  final  Judgment  of  the  Board,  the  Direc- 
tor, or  both,  by  filing  a notice  of  appeal  in  ac- 
cordance with  the  rules  of  civil  procedure  in  the 
superior  court  within  thirty  days  of  the  decision. 
The  Director  of  Health,  within  twenty  days  of 
the  notice  of  appeal,  must  transmit  to  the  clerk 
of  the  superior  court  a transcript  of  the  record 
together  with  a certified  copy  of  the  Board’s  writ- 
ten findings.  Said  appeal,  considered  an  emer- 
gency matter,  shall  have  precedence  on  the  cal- 
endar and  shall  follow  the  procedures  set  forth 


in  the  administrative  procedures  act.  Chapter  35 
of  Title  42. 

Experience  of  the  Board 

In  the  twenty-one  months,  from  January  1,  1987 
through  September  30,  1988,  two  hundred  and 
twenty-nine  (229)  cases  have  been  considered  and 
completed.  Of  these,  one  hundred  and  ninety- 
five  (195)  were  closed  as  “no  unprofessional  con- 
duct” and  have  remained  confidential,  unless  the 
physician  involved  elected  to  announce  the  find- 
ing. In  twenty-two  (22)  cases,  the  decision  was 
unprofessional  conduct  (9.6  per  cent).  Of  these 
twenty-two  (22),  ten  (10)  required  surrender  or 
revocation  of  license  and  twelve  (12)  involved  a 
reprimand  or  other  action  concerning  the  scope 
of  practice.  Twelve  (12)  cases  were  placed  in 
abeyance  pending  a request  for  re-licensure.  By 
September  30,  1988  another  thirty  cases  had  been 
voted  upon  by  a sub-committee  for  presentation 
to  the  full  Board,  but  had  not  yet  been  resolved; 
and  another  approximately  sixty  cases  are  cur- 
rently under  active  investigation. 

Personal  Reflections 

I wish  to  offer  some  personal  reflections  on  one 
year  of  experience  as  a novice,  viewpoints  wTich 
do  not  necessarily  represent  official  positions  of 
our  Board. 

(1)  I am  deeply  impressed  by  the  balanced 
competence  of  the  board  members,  their  dedi- 
cation, commitment,  and  integrity.  There  has  not 
been  any  indication  of  a “let’s  get  the  Doc”  atti- 
tude: there  is  an  equally  firm  resistance  to 
“sweeping  any  unpleasantness  under  the  rug.”  I 
believe  also  that  our  staff  members  have  been 
efficient,  courteous,  and  helpful  to  the  public 
and  the  medical  community  as  we  consider  our- 
selves servants  of  the  public. 

(2)  We  consider  our  prime  responsibility  to  be 
the  protection  of  the  public  from  physicians  cat- 
egorized as  practicing  at  a level  of  unprofessional 
conduct.  We  take  equally  seriously  our  obliga- 
tions for  fair  and  equitable  and  confidential 
treatment  of  each  physician  with  full  provision 
of  due  process. 

(3)  Our  most  difficult  task  has  been  to  differ- 
entiate consistently  and  in  a manner  defensible 
to  most  reasonable  physicians  or  community 
members  between  a human  mistake  that  any  or 
all  physicians  as  human  beings  may  make  versus 
an  act  of  unprof  essional  conduct,  particularly  the 
first  such  event  brought  to  our  attention  involv- 
ing a physician  of  good  reputation.  This  difficult. 
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eveti  impossible  task  is  compounded  l)y  a deep 
mislnist  l)y  many  in  the  j)ossil)ility  of  full  confi- 
dentiality now  or  in  tlie  future  coujjfed  vvitli  tlie 
major  criticism  (or  worse)  directed  at  our  board 
— namely  tlie  terrilile  damage  to  a pliysician  as 
well  as  to  his/her  family,  his/her  patients,  and 
other  referring  jihysicians  by  the  jniblic  disclo- 
sure mandated  by  law.  We  are  deeply  sensitive 
to,  we  have  agonized  at  great  length  over,  this 
issue.  Although  our  highest  priority  is  to  identify 
any  pattern  of  repetitive  individual  unjirofes- 
sional  conduct  and  although  we  believe  that  it  is 
difficult  in  certain  instances  to  define  any  real 
benefits  to  members  of  the  public  of  public  dis- 
closure by  the  media,  we  believe  we  must  obey 
our  manciate,  independent  of  individual  a priori 
bias  or  discrimination  in  favor  of  the  “good  doc- 
tor” or  against  the  putative  “bad  doctor.” 

(4)  The  public  and  its  spokespersons  need  a 
great  deal  of  education  to  understand  better  that 
any  unfortunate  outcome  of  a medical  or  surgical 
encounter  does  not  automatically  represent  sub- 
standard care,  justifying  a complaint  or  mal- 
practice claim.  We  are  not  interested  in  any  num- 
bers game.  The  majority  of  insurance  company 
settlements  reviewed  by  the  Board  did  not,  in 
our  judgment,  represent  substandard  care  by 
physicians.  Rather  they  appear  to  have  been  made 
because  of  questionable  (or  probable)  liability, 
concern  over  the  unpredictability  of  a trial  by 
jury,  or  primarily  socio-economic  considerations 
(such  as  the  physician’s  level  of  insurance  cov- 
erage, the  problem  of  large  additional  interest 
charges  over  time,  or  both). 

(5)  We  believe  also  that  we  may  serve  a valid 
role  in  educating  physicians  by  reporting  on  cer- 
tain generic  issues  involved  in  complaints  to,  and 
decisions  and  sanctions  by,  the  Board.  The  gen- 
esis of  a large  number  of  complaints,  other  than 
unsatisfactory  results,  appears  to  be  a perceived 
lack  of,  or  inappropriate  communication  be- 
tween the  physician  or  his/her  office  staff  and 
aides  and  the  patient.  The  Board  does  not  gen- 
erally engage  in  fee  disputes,  considering  those 
a matter  between  patient  and  doctor,  unless,  as 
mandated  by  item  16  of  the  list  of  unprofessional 
conduct,  there  is  evidence  of  “gross  and  willfull 
overcharging  for  professional  services.” 

Conclusion 

I believe  I do  speak  for  the  Board  when  I state, 
“We  welcome  any  criticisms”  (particularly  if  ac- 
companied by  suggestions  for  improvement)  in 
the  ways  our  Board  is  trying  to  carry  out  its  man- 
date. 


SWANHOLM  FARMS 
Across  from  Quidnesset  Country  Club 
Two  acres  bordering  small  pond  with  distant 
view  of  bay!!! 

New  contemporary  3200  sq.  ft.  living;  3-4  bedrooms;  3'/2  baths;  3-car  garage;  central  air; 

central  vacuum;  security  system;  latest  designer  kitchen  cabinetry;  applianced;  tile  floors;  J 

hardwood  and  carpeted  floors;  breakfast  area  and  kitchen  opens  to  family  room;  marble 

fireplace;  2-sfory  entrance;  cathedral  living  room;  sky  lights;  master  suite  on  main  level  with 

glamorous  whirlpool  bath;  wet  bar;  4-decks;  atrium  doors;  separate  laundry  room;  french 

doors  to  formal  dining  room.  This  home  has  a view  of  the  pond  from  every  room.  Open 

bright,  exciting  and  wonderful!!!  $425,000.00 


Also  2x6  construcfion. 


CRESS  & CO. 

Plaza  One 
5853  Post  Rd. 
East  Greenwich, 


R.l.  02818 


885-2990 


MAMMOGRAPHY  and 
CT  services 

available  at 

KENT  COUNTY  IMAGING 
CENTER,  L.P. 

390  Toll  Gate  Road 
Suite  D 

Warwick,  Rl  02886 

Mammography  referrals  handled  on  a same  day 
or  walk-in  basis  for  both  diagnostic  and  screen- 
ing services. 

CT  services  generally  available  within  one  week. 
For  information  or  appointments  call  732-5515. 
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WHO  IS  BEST  QUALIFIED, 
AND  WHO  CAN  BEST  BE  TRUSTED 
TO  KNOWLEDGEABLY  PROTECT 
THE  RHODE  ISLAND  PHYSICIAN 


For  more  than  100  years,  the  insurance  professionals  at  Starkweather  & Shepley, 
Inc.,  have  been  protecting  Rhode  Island  physicians,  hospitals  and  group 
practices. 

Starkweather  & Shepley,  Inc.  has  a staff  of  experienced  underwriters  for  the 
medical  profession  and  a fulltime  claims  department,  assuring  quick  response  to 
critical  needs. 

Together,  these  insurance  professionals  have  many  years  of  experience  in 
handling  medical  malpractice  insurance,  hospitals  and  group  practices . . . and  the 
problems  unique  to  the  medical  community. 

They  are,  quite  simply,  the  best  in  the  field. 

THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE  AND  SERVICE 


STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 

/NSLR4ACE  SINCE  1879 
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Pure  Pleasure 


Experience  the 
atmosphere  you’ve 
only  dreamed  of 

in  your  own  home  or  office. 

Rooms  Designed  & Built  To  Meet 
Your  Every  Desire. 

^ Designs  By 

UlTIIMATE 

livi(\qiNc 

401-392-0255 

1987  Gold  Medal  Winner,  Spa  Designs 
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Protecting  Physicians’  Rights  in 
Discipiinary  Proceedings 


Ensuring  that  the  Physician  Receives  a Fair  Hearing  Before 
Disciplinary  Action  is  Taken  is  the  Function  of  Due  Process 


John  H.  Reid,  III 


Doctor  King*  has  asked  me  to  discuss  the  legal 
concept  of  due  process  as  it  applies  to  physicians 
participating  in  and  subject  to  the  various  disci- 
plinary proceedings  which  are  currently  in  use 
to  control  the  quality  and  cost  of  health  care. 
Discipline  of  physicians  is  the  responsibility  of 
Health  Care  Review,  Inc  (HCR),  the  state  Board 
of  Licensure  and  Discipline,  Blue  Cross  and  Blue 
Shield  of  Rhode  Island  (Blue  Cross)  as  the  agent 
of  the  federal  Health  Care  Financing  Adminis- 
tration (HCFA)  in  the  Medicare  context,  and  var- 
ious hospital  peer  review  committees.  Each  of 
these  organizations  has  investigatory  powers.  The 
exercise  of  these  powers  can  result  in  a formal 
hearing  at  which  a determination  is  made  whether 
the  physician  has  violated  a rule,  regulation  or 
law.  An  adverse  determination  against  the  phy- 
sician at  the  hearing  can  result  in  a fairly  serious 
sanction,  such  as  suspension  from  Medicare,  loss 
of  staff  privileges  or  loss  of  license. 


John  H.  Reid,  III,  is  a partner  with  the  firm  of  Edwards 
and  Angell  in  Providence , Rhode  Island  and  Legal 
Counsel  for  the  Rhode  Island  Medical  Society. 


The  following  paper  was  read  at  the  44th  Charles  V. 
Chapin  Oration  at  Rhode  Island  Hospital,  October  13, 
1988. 


* Boyd  P.  King,  MD,  president  of  the  Rhode  Island  Medical  Society. 


The  function  of  due  process  is  to  ensure  that 
the  physician  receives  a fair  hearing  before  dis- 
ciplinary action  is  taken.  Due  process  includes 
the  following  rights  of  the  physician  who  is  the 
subject  of  the  investigation: 

1.  Adequate  notice  of  the  charges  made  and 
a reasonable  opportunity  to  respond  to  those 
charges; 

2.  An  opportunity  to  confront  and  cross-ex- 
amine the  person  making  the  accusation  and  to 
examine  and  refute  evidence; 

3.  Reasonable  opportunity  to  present  a de- 
fense; and 

4.  A hearing  before  an  impartial  decision- 
maker. 

In  my  experience  as  a lawyer  who  represents 
individual  physicians,  due  process  is  most  fre- 
quently threatened  during  the  investigation  of 
the  physician’s  practices  by  the  enforcement  or- 
ganization. For  instance,  as  the  result  of  a Blue 
Cross/Medicare  investigation  of  a urologist.  Blue 
Cross  proposed  to  recoup  a substantial  amount 
of  fees  for  what  were  deemed  to  be  unnecessary 
x-ray  studies.  The  recoupment  letter  did  not 
identify  who  had  made  the  determination  that 
the  x-ray  studies  had  been  unnecessary  or  the 
specifics  as  to  why  the  determination  was  made. 
The  review  of  the  x-ray  records  had  been  done 
by  an  internist,  who  was  not  familiar  with  normal 
urological  procedures.  This  information  became 
known  only  after  the  doctor  challenged  the  Blue 
Cross  determination  and  submitted  a substantial 
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amouiii  of  cvidtMice  to  suj)j)ort  liis  position.  In 
this  case,  Bine  Cross  ultimately  allowed  the 
charges.  I wonder  how  many  doctors  leceive  re- 
coupment notices  and  j)ay  the  amount  de- 
manded hy  Bine  Ca oss  without  f ully  understand- 
ing why  their  charges  have  been  disallowed. 

Of  course,  part  of  the  problem  is  lack  of  knowl- 
edge on  the  part  of  the  physician  of  what  con- 
stitutes proper  chai  ges.  HCiFA  ref  uses  to  publish 
the  screens  it  uses  to  determine  who  should  he 
investigated.  Misconceptions  exist  concerning 
what  are  jjroper  hilling  codes.  It  is  difficult  to 
find  clerical  personnel  to  sujjervise  hilling  prac- 
tices who  are  thoroughly  familiar  with  the  reim- 
bursement regulations. 

Fortunately,  most  Medicare  reviews  conducted 
hy  Blue  Cross  result  only  in  recoupment  of  fees 
paid  and  are  settled  with  Blue  Cross.  However, 
if  the  physician  does  not  agree  with  the  final  Blue 
Cross  determination  and  if  the  amount  in  issue 
exceeds  $500.00,  the  physician  now  has  the  right 
to  appeal  the  Blue  Cross  decision  to  an  Admin- 
istrative Law  Judge.  If  the  amount  involved  ex- 
ceeds $1,000.00,  an  adverse  decision  by  the  Ad- 
ministrative Law  Judge  can  be  appealed  to  federal 
district  court.  These  new  procedures  apply  to 
claims  filed  after  January  I,  1987. 

In  the  case  of  the  Board  of  Licensure  and  Dis- 
cipline, once  an  investigating  committee  has  been 
assigned  to  a particular  case,  the  physician  under 
investigation  is  invited  to  meet  with  the  commit- 
tee at  an  informal  conference  to  discuss  the  mat- 
ter. Although  the  physician  is  advised  of  the  com- 
plaint that  has  resulted  in  the  investigation,  he 
goes  to  the  conference  without  knowing  the  en- 
tire record  on  which  the  decision  to  investigate 
was  made.  The  members  of  the  investigating 
committee  may  have  knowledge,  either  first-hand 
or  second-hand,  of  events  which  color  their  at- 
titude toward  the  physician.  To  prepare  an  ad- 
equate defense,  the  physician  would  need  to  pro- 
duce evidence  or  testimony  which  would  rebut 
the  negative  inferences  from  those  other  events. 
The  Board  permits  the  physician  to  appear  with 
his  lawyer  because  of  the  need  to  protect  his 
rights.  It  is  advisable  to  include  the  law'yer  at  this 
point  to  avoid  making  damaging  statements  at 
the  conference  and  to  develop  a better  under- 
standing of  the  case. 

It  may  be  said  that  as  long  as  the  physician  is 
advised  of  all  of  the  factors  on  which  the  disci- 
plinary action  is  based  prior  to  a formal  hearing, 
he  is  receiving  due  process.  Although  that  may 
be  true,  it  is  not  particularly  comforting  to  the 
physician  during  the  investigatory  phase.  He  is 


aj)t  to  feel  threatened  hy  the  investigation  itself 
and  should  he  given  a reasonable  opportunity  tcj 
clear  himself  before  the  formal  hearing  stage  is 
reached.  Aftei'  all,  the  investigating  committee 
can  recommend  that  no  action  be  taken  against 
the  physician. 

File  American  Medical  Association  (AMA)  re- 
cently challenged  the  constitutionality  of  the 
Professional  Review  Organization  (PRO)  sanc- 
tion jjrocess  in  court  and  w'as  able  to  reach  a 
settlement  with  the  government  that  goes  a long 
way  toward  ensuring  that  jihysicians  receive  due 
process  in  the  PRO  system.  Under  the  settle- 
ment: 

1.  Physicians  are  to  receive  a detailed  initial 
notice  explaining  the  alleged  violation,  the  facts 
relied  on  by  the  PRO,  the  importance  of  the 
meeting  with  the  PRO  and  the  potential  conse- 
quences of  a sanction; 

2.  Physicians  involved  in  the  investigation  are 
excluded  from  voting  on  the  final  sanction  rec- 
ommendation; 

3.  Physicians  under  review’  have  the  right  to 
be  represented  by  counsel; 

4.  Physicians  are  entitled  to  present  witnesses 
and  evidence  and  to  ask  clarifying  questions  of 
PRO  witnesses. 

Generally  speaking,  these  four  items  present  a 
blueprint  for  preserving  due  process  in  any  dis- 
ciplinary proceedings. 

Another  recent  concern  about  due  process  has 
been  the  question  of  the  impartiality  of  the  de- 
cision-maker. Both  the  PRO  procedures  de- 
scribed above  and  the  statute  governing  the  Board 
of  Licensure  and  Discipline  prohibit  investigators 
from  participating  in  sanction  decisions.  This 
helps  preserve  impartiality. 

In  the  case  Patrick  v Burget,  108  S Ct  1658 
(1988),  the  United  States  Supreme  Court  de- 
cided that  physicians  w ho  participate  in  the  peer- 
review  process  may  be  liable  for  breach  of  the 
federal  antitrust  laws.  Because  of  this  decision, 
much  attention  has  been  focused  on  the  potential 
liability  of  physicians  who  participate  in  peer- 
review  activities.  In  fact,  so  much  attention  has 
been  focused  on  that  aspect  of  the  case  that  the 
Congress,  as  part  of  the  Health  Care  Quality  Im- 
provement Act  of  1986,  provided  a specific  ex- 
emption for  peer  review  activities  in  the  follow'- 
ing  circumstances: 

I . The  disciplinary  action  taken  must  be  in  the 
reasonable  belief  that  it  promoted  quality  health 
care; 
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2.  There  must  have  been  reasonable  efforts  to 
obtain  the  relevant  facts  of  the  situation; 

3.  There  must  be  adequate  notice  and  hearing 
procedures  afforded  the  physician  being  sanc- 
tioned; and 

4.  There  must  be  a reasonable  belief  that  the 
professional  review  action  was  warranted  by  the 
facts. 

The  aspect  of  the  Patrick  case  which  I want  to 
highlight  now  is  the  fact  that  the  decision  to  rec- 
ommend termination  of  Doctor  Patrick’s  privi- 
leges was  made  by  a committee  composed  in  part 
of  the  physicians  with  whom  he  was  in  direct 
economic  competition.  When  Doctor  Patrick  first 
began  to  practice,  he  had  been  an  employee  of 
these  physicians  and  had  subsequently  left  them 
to  start  his  own  practice.  Even  if  there  were  valid 
grounds  for  terminating  his  staff  privileges,  the 
fact  that  his  competitors  were  part  of  the  com- 
mittee tainted  the  decision.  As  a general  rule, 
when  a court  sees  a situation  in  which  an  indi- 
vidual has  been  deprived  of  a valuable  right  by 
a process  that  appears  to  be  tainted,  the  court 
will  find  a way  to  protect  the  rights  of  the  indi- 
vidual who  has  received  unfair  treatment. 

Notwithstanding  the  Health  Care  Quality  Im- 
provement Act,  if  the  peer  review  process  is  used 
to  further  the  interest  of  private  individuals  rather 
than  the  public,  participants  in  the  process  may 
have  some  liability.  On  the  other  hand,  where 
the  disciplinary  process  is  used  to  promote  better 
health  care,  physicians  participating  in  the  proc- 
ess should  have  no  liability. 

Rhode  Island  has  its  own  statute  providing  im- 
munity to  physicians  who  participate  in  peer-re- 
view  activities  (Section  23-17-25  of  the  General 
Laws  of  Rhode  Island).  However,  the  Rhode  Island 
and  the  federal  statutes  do  not  prohibit  suit  — 
they  only  provide  protection  against  liability. 
Therefore,  it  is  imperative  that  the  peer  review 
process  be  kept  impartial  and  fair  in  order  to 
reduce  the  risk  of  suit  and  limit  the  participating 
physicians’  liability. 

Conclusion 

We  should  recognize  that  the  political  forces 
which  bear  on  the  health-care  industry  will  result 
in  more  disciplinary  proceedings.  A represent- 
ative of  Blue  Cross  recently  told  the  Executive 
Committee  of  the  Medical  Society  that  HCEA 
reviews  the  Medicare  disciplinary  proceedings 
annually  and  has  already  notified  Blue  Cross  that 
the  sanctions  procedures  will  be  completely  re- 
vised to  result  in  tougher  reviews  and  greater 


incidence  of  the  imposition  of  penalties  and  may 
even  include  a bonus  system.  I assume  similar 
instructions  will  be  given  to  HCR.  In  this  envi- 
ronment physicians  need  to  be  aware  of  their 
rights  to  a fair  hearing  and  must  assert  those 
rights  vigorously. 


PROFESSIONAL 
OFFICE  BUILDING 
FOR  SALE 

Newly  remodeled  1100  sq.  ft.  building 
capable  of  expansion. 

Large  lot  and  ample  parking. 
Designed  as  Doctor’s  office,  Lab  or  Clinic. 
Minutes  to  R.l.  Hospital 
& Downtown  Prov. 

P.O.  Box  4502 
East  Providence 
R.l.  02914 
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Why  you  need 
Paul  Revere\s 
Disability  Income 
Insurance  Plan. 

Simply,  the  finest  Disability 

Disability  Policy  Protection 

You  Can  Buy  For  Professionals 
By  Professionals 

Designed  specifically  for  highly 
skilled  physicians  with  sizable  incomes. 

Elena  A.  Pisaturo 
Special  Agent 
Prudential 

(401)  331-1040 

A subsidiar>’  of  Textron  Inc.  The  Paul  Revere 

TEXTRON  Insurance  Company 


MEDICAL  OFFICE 
For  Rent 

Moshassuck  Medical  Center 
960  sq.  ft. 

Rent  includes: 

Parking 

Janitorial  service 
Air  conditioning 
Heat 

Electricity 

Contact 
861  -0700 


There  must  be  a good  reason  why 

we’ve  beeome  the 
trusted  back-up 
resource  for  more 


INTrED 

SURGICAL  CENTERS 


The  FTofessionals  in 
Home  Health  Care  E({nipnient 


Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carr\' just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
O.xygeti  needs  to  Orthopedic  Appliances,  Wheel 
chairs.  Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  e.xactly  "what  the 
doctor  ordered  " We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


I (401)781-2166 

OPBNDAIL]r8to5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 
At  the  Cmnston/Warwlck  City  Line 
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SPECIAL  REPORT 


Screening  Criteria  for  Prior  Authorization 
for  Ten  Surgical  Procedures 

Drafted  by  the  Rhode  Island  Professional  Review  Organization  (PRO)  for  the 
Preadmission-Preprocedure  Review  Program 


Health  Care  Review,  Inc.,  the  PRO  for  Rhode 
Island,  has  been  directed  by  the  Health  Care  Fi- 
nancing Administration  (HCFA)  to  implement  a 
Preadmission-Preprocedure  Program  for  ten 
specified  surgical  procedures.  The  review  was 
mandated  “to  determine  the  medical  necessity  of 
the  procedure,  the  appropriateness  of  the  set- 
ting, and  the  quality  of  service  provided.”  The 
ten  surgical  procedures  are: 

1 Total  Joint  Replacement 
a I'otal  Knee 

b Total  Hip 

2 Lumbar  Laminectomies 

3 Repair  of  Inguinal  Hernia 

4 Cholecystectomy 

5 Transurethral  Prostatectomy  (TURP) 

6 Carotid  Endarterectomy 

7 Coronary  Artery  Bypass  Craft  (CABG)  and 

8 Angioplasty,  Percutaneous  Transluminal 
(PfCA) 

9 Cataract  Removal 

Assistant  at  Cataract  and  Intraocular  Lens 
(lOL)  Surgery 
10  Hysterectomy 
a Abdominal 
b Vaginal 

During  November  1988  Health  Care  Review, 
Inc.  informed  Rhode  Island’s  surgeons  of  the 
proposed  implementation  of  the  screening  proc- 
ess and  provided  sample  preprocedure  request 
forms.  In  response  to  an  inquiry  from  the  Rhode 
Island  Medical  Society,  the  screening  criteria  for 
the  ten  procedures  were  provided.  The  criteria 
are  subject  to  revision  in  response  to  feedback 


from  the  various  specialty  societies  in  the  state, 
and  the  package  must  be  ajjproved  by  HCFA  iti 
Washington,  which  may  mandate  changes  in  the 
criteria  and  the  program.  The  proposed  criteria 
for  the  various  procedures  are  here  provided  to 
our  members  for  informational  purposes. 

Criteria  For  the  Ten  Surgical  Procedures 

TO  1 AL  KNEE  REPLACEMENT 

A Knee  Pain  [refractory  pain  at  least  six  (6) 
months.] 

B Patient  requires  help  with  activities  of  daily 
living  [needs  two  (2)  of  the  following]: 

1 Dressing; 

2 Difficulty  on  stair  ambulation; 

3 Instability  on  uneven  surfaces; 

4 Use  of  cane,  walker,  or  crutches  for  am- 
bulation. 

C Clinical  Examinations  [three  (3)  or  more] 

1 Swelling  (synovial  thickening  and/or  effu- 
sion) 

2 Painful  and  limited  range  of  motions 

3 Crepitus 

4 Standing  deformity 

D X-ray  [one  (1)  or  more  indication(s)] 

1 Showing  degenerative  changes  indicating 
moderate  to  severe  disease  (joint  space  nar- 
rowing, spurring,  and  incongruity). 

2 Standing  deformity  (valgus  varus). 

E History 

1 Chronic  knee  pain  of  at  least  six  (6)  months 
duration. 
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2  Failure  of  conservative  trealmenl  for  at  least 
six  (())  months  to  control  syinj)toins  (cane, 
medication,  brace,  injection,  physical  ther- 
apy). 

NO  FF  FO  NURSE  REVIEWER:  I he  nurse  re- 
viewer can  approve  a case  if  Section  A is  met  as 
well  as  one  (1)  from  sections  R,  C,  1),  or  E are 
met,  otherwise  the  case  must  be  referreef  to  a 
l)hysician  reviewer. 


FO  I AE  HIP  REPEACEMEN  F 
A Hip  pain  [refractory  pain  at  least  six  ((>)  months 
durationj. 

B Rec|uiring  help  with  activities  of  daily  living 
[one  (1)  or  more  indications]: 

1 Dressing; 

2 Difficulty  on  stair  ambulation; 

3 Difficulty  arising  from  low  sitting  position; 

4 Requiring  use  of  cane,  walker,  or  crutches 
for  ambulation. 

C Clinical  examination  including  both; 

1 Painfid  or  significant  diminished  range  of 
hip  motion  in  any  plane  (greater  than  10 
degrees  loss); 

2 Awkward,  weak  or  painful  gait. 

D X-ray  (one  or  more  indications): 

1 Radiologic  evidence  of  joint  narrowing  or 
incongruity,  spurring,  or  avascular  necro- 
sis; 

2 Radiologic  evidence  of  prior  hip  joint  frac- 
ture resulting  in  progressive  secondary  os- 
teoarthritis; 

3 Radiologic  evidence  of  comminuted  frac- 
ture of  the  femur,  head,  and/or  neck. 

E Patient’s  principal  diagnosis  must  include  one 
( 1 ) of  the  following,  or  else  refer  to  a physician 
reviewer: 

1 Osteoarthritis  primary  or  secondary; 

2 Rheumatoid  arthritis; 

3 Avascular  necrosis; 

4 Gouty  arthritis 

NOTE  TO  NURSE  REVIEWER:  The  nurse  re- 
viewer can  approve  a case  if  Section  A and  at 
least  one  indication  from  Sections  B,  C,  and  D 
are  met,  otherwise  the  case  must  be  referred  to 
a physician  reviewer. 


LUMBAR  LAMINECTOMIES 
A Presence  of  malignancy  with  acute  neurologic 
deficit. 


B I’resence  of  acute  trauma  with  acute  neuro- 
logic deficit. 

Positive  myelogram,  (fF  scan  or  MRl  and  one 
of  the  following: 

1 Neurologic  deficit  evidenceef  by  one  of  the 
following: 

a Leg  pain  or  claudication  confirmed  by 
history; 

b Weakness  of  leg  confirmed  by  physical 
exam; 

c Numbness  of  leg  confirmed  by  physical 
exam. 

2 Foot  drop 

3 Bladder  or  bowel  dysfunction 

4 Sexual  dysfunction 

5 Failure  of  medical  treatment  (i.e.,  j)hysical 
theraj^y,  medications,  traction,  braces)  for 
a sixty  (60)  day  time  period 

NOTE  TO  NURSE  REVIEWER:  Nurse  re- 
viewer may  approve  if  A,  B,  or  C is  met. 


REPAIR  OF  INGUINAL  HERNIA 
A Demonstrable  inguinal  hernia  without  symp- 
toms in  ASA  I or  II  patients. 

B Symptomatic  hernia  or  ineffectual  truss  in 
ASA  III  or  IV  patient. 

C Information  to  request  or  review: 

1 physical  exam  shows  evidence  of  hernia; 

2 pain  and/or  discomfort  and  failure  of  the 
truss  to  maintain  reduction  of  hernia. 

NOTE  TO  NURSE  REVIEWER:  You  may  ap- 
prove the  case  on  an  outpatient  basis  if  A is 
checked  and  procedure  is  to  be  performed  with 
local  anesthesia;  on  an  inpatient  basis  if  B is 
checked  and  the  procedure  is  performed  with 
general  anesthesia. 


CHOLECYSTECTOMY 
A Preoperative  indications: 

1 Acute  cholecystitis  with  two  (2)  or  more  of 
the  following: 

a Pain; 

b Elevated  white  blood  count; 
c Elevated  temperature  of  100  degrees  F 
(38  degrees  C)  or  greater; 
d Nausea  and  vomiting; 
e Abnormal  LFTs 
f Positive  stones. 

2 Cholelithiasis  with  symptoms  of  recurrent 
abdominal  pain  and/or  elevated  tempera- 
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ture  of  100  degrees  F (38  degrees  C)  or 
greater. 

3 Choledocholithiasis 

4 A tumor  of  the  gallbladder 

5 Chronic  Cholelithiasis  with  Diabetes  Mel- 
litus 

B Information  to  request: 

1 Request  radiologic  (imaging-ultrasound) 
evidence  with  confirmation  of  diagnosis. 

2 Request  evidence  for  stones  in  the  common 
bile  duct. 

NOTE  TO  NURSE  REVIEWER:  You  may  ap- 
prove if  any  criteria  is  met,  numbers  1 through 

5. 


ERANSURETHRAL  PROSTATECTOMY 
(TURP) 

A Symptoms  of  urinary  obstruction:  (three  or 
more  indications) 

1 Progressively  weak  stream 

2 Frequency 

3 Hesitancy 

4 Urgency 

5 Nocturia 

6 Incontinence 

7 Hematuria 

8 Post  void  residual,  greater  than  200  cc. 

B Radiological  or  physical  evidence  of  prostatic 
obstruction,  as  evidenced  by  (one  or  more  in- 
dications) 

1 Diverticuli  of  bladder  shown  on  I VP  or  ul- 
trasound; 

2 Bladder  stones  developing; 

3 Bleeding  from  prostate; 

4 Recurrent  urinary  tract  infection; 

5 Renal  failure  related  to  obstruction; 

6 Hydronephrosis  and/or  hydrometer  on 
I VP;  abnormal  urinary  track  ultrasound  re- 
sidual volume  greater  than  100  cc. 

7 Flow  rate  less  than  10  mil/sec. 

NOTE  TO  NURSE  REVIEWER:  You  may  ap- 
prove the  case  if  three  (3)  or  more  indications 
are  checked  for  A and  one  (1)  or  more  for  B. 


CAROTID  ENDARTERECTOMY 
A Nurse  reviewer  is  to  refer  all  requests  for  en- 
darterectomy to  a physician  reviewer. 

B Specific  questions  for  request  for  informa- 
tion: 

1 List  symptoms; 

2 List  results  of  tests  with  documentation,  for 
example  bilateral  A-grams,  CT  scans; 


3 List  other  medical  problems  which  the  pa- 
tient has; 

4 List  indications  for  the  procedure. 


CORONARY  ARTERY  BYPASS  GRAFF 
(CABG)  AND  ANGIOPLASTY,  PERCUTA- 
NEOUS TRANSLUMINAL  (PTCA) 

A One  of  the  following: 

1 Angiography  demonstrates  left  main  cor- 
onary stenosis  greater  than  50  per  cent; 

2 Angiography  demonstrates  stenosis  greater 
than  70  per  cent  of  one  or  more  major  cor- 
onary artery(s)  and  patient  has  symptoms 
refractory  to  medical  therapy. 

a If  the  patient  is  on  three  (3)  medications 
and  still  symptomatic,  this  is  considered 
refractory  to  medical  therapy. 

3 Significant  three  (3)  vessel  disease  with  poor 
left  ventricular  function; 

4 Emergency  CABG  after  complications  of 
PTCA; 

5 Failure  of  thrombolytic  therapy; 

6 Restenosis  after  PTCA. 

B Questions  to  retrieve  data: 

1 What  is  the  indication  for  performing 
PTCA/CABG? 

2 List  signs,  symptoms,  and  arrhythmias. 

3 List  cardiac  catheterization  results. 

4 List  medications  which  the  patient  is  on. 

5 Past  medical  history. 

NOTE  TO  NURSE  REVIEWER:  You  may  ap- 
prove if  any  criteria  are  met,  numbers  1 through 
6. 


INDICATION  TO  PERFORM  CATARACT 
REMOVAL 

1 Presence  of  cataract  requiring  lens  extraction, 
eye  exam  reveals: 

A Phacoanaphylaxis  or  phacolytic  glaucoma: 
Cells  and  flair,  swollen  or  mature  lens,  el- 
evated pressure  in  affected  eye  (normal 
pressure  between  22  and  25  mm  Hg). 

B Angle  closure  glaucoma  secondary  to  cat- 
aract: 

Angle  closure  present  by  gonioscopy  or  ob- 
servation and  cataract  present.  Acute  in- 
crease in  pressure  documented. 

C Subluxation  or  dislocation  of  lens  causing 
glaucoma: 

Evidence  of  subluxation/dislocation  on  eye 
exam. 

2 Presence  of  cataract  has  resulted  in  decreased 
visual  acuity  limiting  daily  activities,  employ- 
ment, reading,  recreation. 


February,  1989  — Vol.  72 


69 


3  Calaiact  prevents  diagnosis  or  lieatinent  ol 
Ollier  diseases  listed  below  (at  least  one):  dia- 
betic retinopathy,  hyjierlension  lelinopathy, 
giancoina,  retinal  delaclnnenl  ot  high  risk  of 
retinal  detacinnent,  ojilic  nenrojiathy,  jiapil- 
ledeina,  vitreous  heniorihage,  oi  linnoi  . 

■I  I r optic  nerve  is  abnormal,  refer  to  jibysician 
reviewer. 

5 Expected  Outcome: 

A If  no  functional  improvement  expected,  re- 
fer to  physician  reviewer. 

B If  exjiecled  visual  acuity  improvement  is 
not  at  least  two  lines  better  on  Snellen  chart, 
refer  to  physician  reviewer:  20/ fO,  20/13, 
20/15,  20/20,  20/25,  20/30,  20/40,  20/50,  20/ 
70,  20/100,  20/200. 

NOFE  TO  NURSE  REVIEWER:  Nurse  re- 
viewer may  approve  if  #I  and  #2,  #2  and  #3 
or  #2  and  #5  are  met,  and  the  optic  nerve  and 
retina  are  normal. 


ASSISTANT  AT  CATARACT  SURGERY 
Nurse  coordinators  may  approve  the  use  of  an 
assistant  surgeon  on  all  cases  where  at  least  one 
criterion  is  met.  Where  no  criteria  are  met  the 
case  must  be  referred: 

I  SIGHT  IN  THE  NON-OPERATIVE  EYE 
A Noncorrectable  visual  acuity  of  20/200  or 
less,  or 

B Noncorrectable  fields  limited  to  10  per 
cent  fixation. 

II  MULTIPLE  OPHTHALMIC  PROCE- 
DURES 

Cataract  extraction  plus  any  one  of  the  fol- 
lowing: 

A Anterior  segment  repair; 

B Vitrectomy; 

C Retina  surgery; 

D Glaucoma  surgery,  Trabeculectomy. 

III  PREVIOUS  COMPLICATION  IN  NON- 
OPERATIVE EYE  ENCOUNTERED 
DURING  SURGERY 

Previous  complication  during  surgery  in  the 
non-operative  eye  with  expectation  of  re- 
currence and  placing  patient  at  high  risk. 
Any  one  of  the  following: 

A Vitreous  loss; 

B Hemorrhage; 

C Retinal  detachment. 

IV  BLEEDING  RISKS 

Bleeding  disorders  making  the  patient  high 
risk.  Any  one  of  the  following: 

A Hemophilia; 

B von  Willebrand’s. 


V  POSl  I lONAL  PROBLEMS 

Any  chronic  condition  disabling  the  patient 
to  the  extent  that  surgery  cannot  be  {per- 
formed in  the  sujpine  {position. 

VI  UNCOOPERA  riVE  PA  I lEN  I 
Refer  all  cases. 

Vll  oniER 

juvenile  cataract  age  less  than  or  e({ual  to 
35  years. 


HYSTERECTOMY 

A Hysterectcpiny,  abdominal,  with  or  without  bi- 
lateral sal{ping(p-o(P{phcprect(pmy 

1 Uterine  leiomytpina  with  either 

a abiKPrmal  uterine  bleeding*  [continued 
severe  bleeding  after  several  menstrual 
{periods,  and  two  (2)  nondiagnostic 
D&Cs]*  or 

b {progressive  enlargement  of  uterus  after 
meno{pause,  and  benign  endometrial 
sam{ple. 

2 ALL  OE  THE  FOLLOWING 

a Recurrent  abnormal  uterine  bleeding* 
(excluding  {patients  on  birth  control  {pills 
or  {patients  with  lUDs). 
b Benign  enckpmetrial  sample. 

3 BOTH 

a Clinical  diagnosis  of  endometriosis  or 
suspicious  for  endometriosis  (dysmen- 
orrhea, infertility),  and 
b Failure  of  nonsurgical  management  (i.e., 
birth  control  {pills,  danazol). 

4 Adenomatous  hyper{plasia  demonstrated  by 
findings  of  dilatation  and  curettage  (D&C). 

5 Adenocarcinoma  of  the  endometrium 
demonstrated  by  dilatation  and  curettage 
(D&C). 

6 Pelvic  mass  suspicious  for  ovarian  malig- 
nancy. 

7 Cervical  intraepithelial  neoplasia. 

B Hysterectomy,  vaginal 

1 Premalignant  lesion  of  endometrium. 

2 Continued  severe  bleeding  after  several 
menstrual  periods  and  two  (2)  nondiagnos- 
tic D&Cs. 

3 Hysterectomy  with  vaginal  repair  of  cys- 
tocele,  rectocele  or  enterocele. 

4 Uterine  prolapse,  second  or  third  degree. 

5 Adenomyosis  uteri. 

6 Cervical  intraepithelial  neoplasia. 


* The  parentheses  above  denote  recurrent  abnormal  uterine 
bleeding.  Postmenopausal  bleeding  is  the  same  as  bleeding  for  one 
(1)  year  after  menopause  and  after  one  (1)  D&C. 
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“PRIME” 

MEDICAL  & DENTAL  OFFICE 
LOCATION 

“Under  New  Ownership” 

Mineral  Spring  Avenue  Medical  Plaza 

JOIN  THE  MEDICAL  PROFESSIONALS 

North  Prov.  Emerg.  Med.  Serv.  North  Prov.  Dental  Assoc. 

Mendon  Med.  Lab  of  S.  P.  Lepre  Assoc., 

North  Providence  Physical  Therapy 

Roger  Williams  Medical  Group  Digestive  Disease  Assoc.  Inc. 

D&H  Therapy  Services,  Inc. 

SPACE  FOR  LEASE 

Starting  at  $10.00  per  sq.  ft. 

5887  sq.  ft.  East  Wing  • 4249  sq.  ft.  West  Wing 
(main  foyer  entrance  and/or  private  entrances) 
OWNERS  WILL  SUBDIVIDE 

* Constructed  1985  * 2 Story  White  Brick  & 

* Quarry  Tile  Atrium  Foyer  Smoked  Glass 

* Fully  Handicapped  Access  * Elevator  Serviced 

* 82  On-Site  Parking 

Marketing  Agent: 

Ross  Morgan  & Company 
1370  Chalkstone  Avenue 
Providence,  Rhode  Island 

(401)272-5620 


LAW  OFFICE 
OF 

HERBERT  M.  ADAMS,  J.D. 

GENERAL  LAW  PRACTICE 
MEDICAL  COLLECTIONS 

GOVERNOR  FINANCIAL  CENTER 

P.O.  Box  2502 
285  Governor  Street 
Providence,  Rhode  Island  02906 
(401)  42 1- 1364 


Radiologic  Case  of 
the  Month 

(answer  on  page  77) 


At  the  time  of  a routine  physical  examination, 
an  asymptomatic  52-year-old  woman  is  found  to 
have  an  alkaline  phosphatase  level  six  times  nor- 
mal. Past  medical  history  reveals  a terminal  ileal 
resection  for  Crohn’s  disease  5 years  earlier  with 
no  recurrent  symptoms.  Isoenzyme  studies  re- 
vealed the  alkaline  phosphatase  to  be  of  liver 
origin.  There  is  no  history  of  hepatitis  or  epi- 
demiologic clues  to  possible  liver  disease.  CT  scan 
of  the  liver  reveals  dilated  bile  ducts.  A cholan- 
giogram  is  then  performed  via  ERCP. 
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CLINICAL  NETWORK 


The  Margin  of  Difference  in 
Home  Infusion  Therapy 


OUR  PEOPLE  At  Clinical  IV  Network  people  are  our  major 
resource.  Our  pharmacists  and  nursing  staff  are  highly 
qualified,  fully  accredited  professionals  with  the  experience 
required  to  deliver  a full  range  of  home  infusion  therapies. 

OUR  UNMATCHED  FACILITIES  We  prepare  medications 
and  solutions  in  our  IV  lab  which  has  been  tested  and  certified 
as  a Class  1000  Clean  Room.  Our  lab  is  the  only  one  of  its  kind 
in  Rhode  Island  to  meet  these  high,  quality  assurance 
standards. 

OUR  COMMITMENT  Home  infusion  therapy  requires  a 
special  kind  of  commitment ...  a commitment  to  maintain  a 
high  level  of  professional  care,  without  compromise.  By 
scrupulously  maintaining  the  physician's  treatment  plan. 
Clinical  IV  Network  is  committed  to  earning  the  trust  and 
confidence  of  physicians  and  patients  alike. 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN  zn  * i i Ar\A  /rTr-.H  r»-l  nr\ 

MANAGEMENT.  TPN  AND  OTHER  INFUSION  CALL  401/751-91^0 

THERAPIES  67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 

CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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Exercise? 
Take  the 
Time! 


The  President's  Council  on 
Physical  Fitness  and  Sports 


For  more  information 
write  to:  Fitness, 

Dept.  83,  Washing- 
ton, DC  20001. 


Most  people  feel  pulled  in  all 
directions.  Find  the  time  to 
relieve  the  tensions  by  work- 
ing out  to  a video,  or  turn 
on  the  radio  and  exercise  on 
your  own.  Invite  your  family 
to  join  in.  Everyone  will 
benefit. 


Information  for  Authors 

Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  copy  (not 
all  capitals)  on  8'/,>xll  inch  firm  typewriter  paper,  aouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 '/^  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  typographic  monotony  of  the  text.  Pages 
must  be  numberecl  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  All  manuscripts  must  include  a title  page  which 
details  the  following  information:  (1)  a brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD,  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialtv,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  address  of  principal  author;  and  (5)  office  telephone 
number  of  principal  autnor. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutivelv  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  bv  handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
top,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
viaed  routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (100  copies  minimum  ortier)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessarv  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botn  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  oy  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  Journal  reference  must  include  the  fuU  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliographv  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 
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There’s  more  to 
Portable  X-Ray  ^vice 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  ’by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare.  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence.  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


Recent  Abstracts  of  Interest 


Public  Health 


Edited  by  Edward  R.  Feller,  MD 


Clinical  Ethics  Consultations  May  Be  a 
Useful  Resource 

A recent  study  evaluated  clinical  ethics  consul- 
tations at  a University  Medical  Center  over  an 
18-month  period.  The  purpose  was  to  assess  con- 
sultation impact  via  retrospective  chart  review 
and  questionnaires  for  physicians  requesting 
consultations.  The  paper  outlines  the  organiza- 
tion of  an  ethics  consultation  service.  A consul- 
tation request  is  followed  by  chart  review  and 
interviews  with  the  patient,  family,  physicians, 
and  other  care  givers  to  identify  ethical  issues 
present  (defined  as  any  conflict  of  values  affect- 
ing patient  care).  A member  of  the  Ethics  Com- 
mittee then  meets  with  the  requesting  physician 
to  suggest  ways  to  resolve  the  issues.  All  rec- 
ommendations are  non-binding.  The  most  prev- 
alent issue  in  this  study  was  whether  or  not  to 
use  a specific  therapy,  most  commonly  cardio- 
pulmonary resuscitation  or  mechanical  ventila- 
tion. Other  common  issues  were  the  need  for  a 
proposed  surgical  procedure,  the  appropriate- 
ness of  ICU  care,  as  well  as  issues  involving  the 
competence  of  patients  to  express  preferences 
for  treatment  and  appointment  of  proxies  for 
decision  making  for  both  children  or  adults.  Re- 
sults of  chart  review  or  questionnaires  suggested 
that  ethics  consultations  had  considerable  impact 
on  objective  decision  making.  Discussion  of  eth- 
ical considerations  in  patient  care  also  appeared 


to  have  other  less  easily  measurable  subjective 
benefits  to  care  givers. 

Perkins  HS,  Saathoff  BS:  Impact  of  medical  ethics  consultations 
on  physicians;  an  exploratory  study.  Am  J Med  85:761-765,  Dec. 
1988.  ■ 


Difficulty  in  Assessing  the  Economic  Impact 
of  AIDS 

Limitations  in  data  exist  in  presently  available 
estimates  of  personal  and  national  health-care 
costs  of  AIDS.  Empirical  studies  of  personal 
health-care  costs  of  AIDS  have  generally  been 
retrospective  based  on  patients’  medical  and  fi- 
nancial records  and  involving  limited  numbers 
of  cases,  especially  limited  to  in-patient  services. 
The  author  describes  differences  in  results  based 
on  conflicting  underlying  assumptions  regarding 
the  projected  number  of  cases  with  AIDS,  the 
lifelong  medical  cost  per  case,  the  lack  of  out- 
patient data,  as  well  as  uncertainty  of  the  effect 
of  a change  in  the  future  case  mixed  with  emerg- 
ence of  a greater  number  of  IV  drug  abusers 
with  HIV  infection. 

The  author  attempts  to  assess  the  impact  of 
AIDS  on  hospitals  using  a 1991  estimate  of  5.9 
million  hospital  days  for  inpatient  care  of  AIDS 
patients.  A figure  equivalent  to  2.6  per  cent  of 
all  hospital  days.  This  figure  is  almost  four  times 
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tlie  miinl)cr  of  days  used  by  jjalients  with  carci- 
noma of  the  cofon  oi'  carcinoma  of  tfie  f)reast. 
file  autfior  makes  recommendations  for  future 
studies  incfuding  ifie  need  for  prosj^ective  stiuf- 
ies  foffowing  jiatients  for  extensive  periotfs,  (fe- 
vefopment  of  more  accurate  ciata  on  insurance 
coverage  of  AIDS  patients,  and  improvecf  data 
of  prevalence  of  HIV  infection. 

Sdtovsky  AA:  Tlie  Kconomic  impaci  of  AIt)S  in  tlit*  United  Stales. 
Health  Affairs  7:32-4.'),  1988. 


Nutritional  Modulation  Effects  on 
Successful  Aging 

This  ULA  clinical  conference  discusses  the  in- 
teraction of  nutrition  and  aging.  Topics  include 
both  age-related  alteration  in  nutritional  state  and 
impact  of  nutrition  on  health  and  life  expectancy. 
There  is  a detailed  assessment  of  causes  of  an- 
orexia of  aging  including  social  (isolation,  finan- 
cial), normal  physiologic  changes  of  aging  as  well 
as  abnormal  changes  including  decreased  ability 
to  chew,  the  effect  of  intercurrent  medical  illness, 
depression,  and  cognitive  dysfunction  as  well  as 
decreased  feeding  drive  and  increased  satiety.  A 
section  is  devoted  to  analysis  of  caloric  intake, 
protein,  carbohydrate,  and  fat  metabolism.  Vi- 
tamins may  be  abused  by  elderly  individuals. 
Medication  may  increase  or  decrease  appetite, 
interfere  with  nutrient  absorption  or  utilization, 
and  increase  financial  constraints  limiting  ade- 
quate dietary  intake.  There  is  a pertinent  dis- 
cussion of  trace  metal  deficiency  and  its  conse- 
quences. This  is  a comprehensive  clinically 
relevant  review'  of  nutrition  and  aging. 

Morley  JE,  Mooradian  AD,  Silver  A],  Heber  D,  .Alfiii-Slater  RB: 
Nutrition  in  tlie  elderly.  Annals  Int  Med  109:890-904,  Dec.  1988. 


drinking.  Four  and  b/lO  million  adolescents  in 
the  United  States  exj^erience  jtroblems  with  al- 
cohol each  year.  One  of  tw(;  teenage  cfeaths  in 
auto  accidents  involve  alcohol  use.  In  one-half  Of 
all  teenage  jtregnancies,  one  or  both  parents  had 
been  drinking  at  the  time  of  conception.  Alcohol 
is  involved  in  one-third  of  all  child  molestation 
cases. 

The  average  monthly  health-care  bill  for  fam- 
ilies having  an  alcoholic  member  is  twice  that  of 
families  not  containing  an  alcoholic.  Between  six 
and  seven  million  employed  American  workers 
are  alcoholics.  In  this  government  report  it  is 
estimated  that  alcoholics  cost  our  economy  aj)- 
proximately  117  billion  dollars  per  year,  most 
from  reduced  worker  productivity  and  lost  em- 
ployment. d'his  report  outlines  the  general  ap- 
proach of  the  Department  of  Health  and  Human 
Services  in  prevention  and  reduction  of  alcohol- 
ism. Included  are  suggestions  to  expand  adver- 
tising utilizing  prominent  persons  who  are  re- 
covered alcoholics  and  an  opinion  that  equal  time 
on  television  is  needed  to  counterbalance  “slick, 
pervasive  and  persuasive”  TV  commercials.  The 
authors  also  describe  federal  programs  in  which 
2.2  million  government  employees  have  access  to 
alcohol  treatment  and  also  briefly  discuss  pro- 
grams of  the  National  Institute  of  Alcohol  Abuse 
and  Alcoholism.  The  paper  is  without  annotation 
or  references,  so  that  the  source  of  the  figures 
given  is  unclear. 

Burke  TR:  Tlie  Economic  impact  of  alcohol  abuse  and  alcoholism. 
Public  Health  Reports  103:564-568,  Nov. -Dec.,  1988. 


Alcohol  is  the  Foremost  Drug  Abused  in  the 
United  States  Today 


A recent  paper  presents  an  overview  of  official 
national  policy  assessment  of  alcoholism  and  its 
consequences  by  an  economist  in  the  Department 
of  Health  and  Human  Services.  The  paper  is  part 
of  a symposium  in  an  issue  devoted  to  alcoholism. 
This  report  outlines  the  magnitude  of  underage 
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PERIPATETICS 


The  Memorial  Hospital  of  Rhode  Island  has  re- 
cently appointed  Dr  David  L.  Horn  to  the  inter- 
nal medicine  staff.  Dr  Horn  will  also  serve  as 
medical  director  of  the  NewHealth  Center  in 
Providence. 


Dr  Young  Shin  Chee,  a specialist  in  anesthesiol- 
ogy, was  recently  appointed  to  the  medical  staff 
of  South  County  Hospital. 

• • • 

The  American  College  of  Surgeons  recently  elect- 
ed Dr  A.  Gerson  Greenburg  to  a second  term  of 
membership  and  Vice  Chairman  on  the  Pre-  and 
Postoperative  Care  Committee. 

• • • 

Five  new  physicians  have  been  appointed  to  the 
medical  staff  of  Westerly  Hospital:  Dr  Dominick 
Cannone,  nephrologist;  Dr  John  Andrew  Hall- 
berg,  orthopedic  surgeon;  Dr  Allen  V.  Hurt, 
plastic  and  hand  surgeon;  Dr  John  A.  Pagnozzi, 
general  surgeon;  and  Dr  Anne  E.  Wood,  obste- 
trician/gynecologist. 

• • • 

Recently  in  Caracas,  Venezuela  as  Visiting  Pro- 
fessor to  the  University  Hospital  of  Venezuela 
giving  rounds  in  Endocrinology,  Dr  Ivor  Jackson 
was  the  special  guest  lecturer  at  a symposium  on 
Hypothalamic-Pituitary  Disease  sponsored  by  the 
University  of  Caracas,  Department  of  Endocri- 
nology and  Metabolism. 

• • • 

Brown  University  recently  honored  Dr  Stanley 
M.  Aronson,  specialist  in  pathology  and  neuro- 
sciences, and  Dr  Sanford  W.  Udis,  clinical  as- 
sociate professor  at  Brown  specializing  in  diag- 
nostic imaging,  at  the  school’s  12th  Annual  Med- 
ical Recognition  Dinner  for  their  “distinguished 
service  to  medical  education  in  Rhode  Island.” 


Are  You  Concerned  About  the 
Competence  of  a Certain  Physician? 

If  so,  the  Peer  Review  Committee  on  Physician 
Competency  can  offer  discreet  and  effective  help. 
A standing  committee  of  the  Rhode  Island  Med- 
ical Society  since  1985,  the  Peer  Review  Com- 
mittee works  in  a completely  confidential,  sup- 
portive way  to  help  assure  that  physicians 
consistently  meet  minimum  acceptable  standards 
of  medical  practice.  The  primary  work  of  the  Com- 
mittee is  to  help  physicians  improve  the  quality  of 
their  care  through  education. 

If  you  know  a physician  who  can  benefit  from  peer 
education  in  a particular  area  of  medical  practice, 
please  write  Dr.  William  Colaiace,  Chairman,  Peer 
Review  Committee  on  Physician  Competency, 
Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence,  Rl  02903.  For  more  information,  cal! 
the  Society  at  (401)331-3207.  All  referrals  are  held 
in  strict  confidence. 


Answer  to  Radiologic  Case  of  the  Month 
(from  page  71) 

Diagnosis: 

Sclerosing  cholangitis  represents  an  obliterative 
process  of  large  bile  ducts  in  which  there  is  ir- 
regular luminal  narrowing  producing  a diffuse 
beaded  appearance  on  cholangiography.  Typi- 
cally, the  entire  intrahepatic  biliary  tree  and  fre- 
quently the  extrahepatic  biliary  tree  are  involved. 
However,  the  process  can  be  limited  to  only  part 
of  the  biliary  ducts.  Up  to  one-third  of  cases  have 
a history  of  ulcerative  colitis  and  less  commonly 
Crohn’s  disease.  Recently,  patients  with  AIDS 
have  been  reported  with  a sclerosing  cholangitis- 
like picture  sometimes  associated  with  cytomeg- 
alovirus (CMV)  or  cryptosporidial  infection  of 
the  bile  ducts.  Some  evidence  suggests  that  scle- 
rosing cholangitis  is  an  immunologic  process.  Uo- 
calized  sclerosing  cholangitis  may  be  impossible 
to  differentiate  from  cholangiocarcinoma.  Al- 
though some  patients  are  asymptomatic  when  di- 
agnosed, most  have  jaundice  due  to  biliary  ob- 
struction and  eventual  development  of  secondary 
biliary  cirrhosis.  Chills  and  fever  indicative  of 
biliary  infection  are  common. 
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There  are  three  million 
Americans  alive  today 
who  have  had  cancer. 
And  now  one  out  of  two 
cancer  patients  get  well! 


*“Three  million  strong  all  across  this  land 
We  saved  their  lives  working  hand  in  hand 
We’re  proud,  oh,  we’re  proud 
We  helped  three  million 
Live  anew! 

While  we  can  think 
While  we  can  talk 
While  we  can  stand 
While  we  can  walk 
While  we  can  fight 
While  we  can  give 
Join  our  quest  for  life 
Right  now!” 


'Special  lyrics  sung  by  Leslie  Uggams 
to  the  tune  of  “If  I Can  Dream" 

(Original  words  and  music  by  W.  Earl  Brown) 


Join  us  with  your 
generous  contributions 


Jon  us 


Leslie  Uggams,  Honorary  National 
75th  Anniversary  Chairperson, 
for  the  American  Cancer  Society. 


VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


Contraindicatlont:  VASOTEC*  (Enalapril  Ualeale.  MSO)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  ah  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palienistreatedwithACEinhibitors.includingVASOTEC.Insuchcases.VASOTECshouldbeprompIlydiscontinuedandthe 
’ patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  hasbeenconlined  to  thelaceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  Is  Involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
inOOO  (0.3  ml  to  O.S  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension.  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  (ollowing  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
i TIONS.)  In  palients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and  whenever  the  dose  ot  enalapnl 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  In  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
' If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 

‘ nous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC. 

I which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 

j develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 

NeulropeniaiAgranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 

■ row  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  palients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapnl  are  insufticient  to  show  that  enalapnl 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 

1 counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
j Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ot  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipaled  in  susceptible  individuals  In  patients  with  severe  heart  failure 
I whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
Inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
I failure  and/or  death 

1 In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
j Increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 

I concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 

; tion  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required. 

i Evaluation  at  patients  with  hypertension  or  heart  failure  should  always  Include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

I Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 

j clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 

i cause  of  discontinuation  ot  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 

i observed  in  3 8%  ol  patients,  but  was  not  a cause  for  discontinuation 

I Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  if  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

1 SurgerylAnesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 

I enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
I considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  for  Patients: 

Angioedema.  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
I of  face,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
\ consulted  with  the  prescribing  physician. 

I Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  ol  therapy  If 

I actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 

I physician 

I All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

! pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  shouid  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  fever)  which  may  be 
a sign  ol  neutropenia 

NOTE.  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions: 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
I recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ol  therapy  with 
, enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 

' increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 

I close  medical  supervision  after  the  initiat  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
, additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

‘ Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (eg,,  spironolactone,  triamterene,  or  amilonde),  potassium  supplements,  or  potassium-con- 
’ laining  salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium  Therefore,  if  concomitant  use  ol  these 
j agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  moniior- 

I mg  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  bilure  receiving 

; VASOTEC 

I Lithium:  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
I mended  that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 

■ monitored  frequently 


Pregnancy-  Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapnl 
(333  limes  the  maximum  human  dose),  Feloloxicity  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  if  the  potential  benefit  luslities  the  potential  risk  to  the  fetus 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  '<C  enalapril  maleale  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypedension  The  most  trequenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%),  orthostatic  effects  (1.2%),  and  asthenia  (1 1%). 

Heart  Failure.  The  most  trequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  elfects  (2,2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%).  and  diarrhea 
(21%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (1,8%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1,6%),  vertigo  (1 6%).  angina  pectoris  (1 5%).  nausea  (1,3%),  vomiting  (1 3%).  bronchitis  (1 3%).  dyspnea 
(1 3%).  urinary  tract  infection  (1 3%).  rash  (1 3%).  and  myocardial  infarction  (1,2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  mlarclion.  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive.  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric.  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  minorrhea,  asthma,  upper  respiratory  infection 
Skin.  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  fesh  or  other  dermatologic  manitestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireat- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension.  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  palients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0.1%  ol  hypertensive  patients  In  heart  lailure  patients,  hypotension  oaurred  in  6 7%  and  syncope  occurred  in  2 2% 
of  patients.  Hypotension  or  syncope  was  a cause  tor  discontinuation  of  therapy  in  1 9%  ol  palients  with  heart  failure 
(See  WARNINGS) 

Clinical  Laboratory  Test  Findings. 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  of  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  ot  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ofapproximately  0 3 g % 
and  1,0  vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  01%  of  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests.  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ot  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS.)  If  the  patient’s  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  the  antihypertensive  effect  may  dimmish  toward  the  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renat  Impairment:  The  usual  dose  of  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mUmin  (serum  creatinine  s3  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 

Head  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  Alter  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions  )n  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 

01  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  sturiy  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  atmost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ettecls  ) Dosage  may  be  adjusted  depending  upon  ctinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Head  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  therapy  should  be  initiated  at  2.5  mg 
daity  under  close  medical  supervision  (S«  DOSAGE  AND  ADMINISTRATION,  Head  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interactions  ) The  dose  may  be  increased  to  2.5  mg  b i d , then  5 mg  b i d,  and  higher 
as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  time  of  dosage  adjustment  there  is  not  IVl  S U 
excessive  hypotension  or  significant  deterioration  ot  renal  lunction  The  maximum  daily  dose  is  40  mg 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Piescnbinginlormalion  Merck  SFHARft 
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EDITORIAL 


The  Golden  Age  of  Pharmacology 


, While  we  tend  to  look  upon  the  second  half  of 
the  Twentieth  Century  as  the  age  of  molecular 
i biology,  biotechnology,  and  genetics  with  seminal 
; discoveries  in  the  structure  of  DNA  and  gene 
splicing,  important  advances  have  been  made  in 
pharmacology  and  chemical  therapeutics.  Rec- 
j ognition  of  this  fact  has  led  the  Harvard  Medical 
i School  recently  to  combine  the  departments  of 
j Biochemistry  and  Pharmacology  into  a single  de- 
i partment  of  Biological  Chemistry  and  Pharma- 
cology. The  Nobel  Assembly  awarded  the  1988 
i prize  in  Physiology  or  Medicine  for  pioneering 
developments  in  pharmacology.  The  three  re- 
cipients of  the  prize  are  George  Hitchings,  PhD 
and  Gertrude  Elion,  DSc,  both  of  the  Burroughs 
Wellcome  Co  of  Research  Triangle  Park,  North 
Carolina,  and  Sir  James  W.  Black  of  King’s  Col- 
lege Hospital  Medical  School  of  the  University 
of  London. 

The  announcement  of  the  Nobel  Assembly 
stated,  “The  discoveries  awarded  in  this  year’s 
Nobel  Prize  in  physiology  or  medicine  concern 
important  principles  in  drug  treatment,  princi- 
ples that  have  resulted  in  the  development  of  a 
series  of  new  drugs.” 

In  the  1950s  and  1960s  Elion  and  Hitchings 
developed  drugs  useful  in  the  treatment  of  gout, 
leukemia,  and  malaria.  These  include  6-mercap- 
topurine  and  thioguanine.  Later  they  developed 
azathioprine,  beneficial  in  autoimmune  disease 
and  important  in  immunosuppression  in  the  early 
organ  transplantations.  Allopurinol  proved  val- 
uable in  the  treatment  of  gout.  More  recently 
I they  have  introduced  acyclovir  in  the  treatment 
I of  genital  herpes  and  zidovudine  which  has  shown 
promise  in  suppressing  the  symptoms  of  AIDS. 

Black  was  the  discoverer  of  drugs  which  could 
I block  B-adrenergic  receptors,  thus  inhibiting  the 
i action  of  adrenaline.  He  developed  propranolol 
; hydrochloride,  the  first  of  this  class  of  agents.  He 


later  explored  the  possibility  of  developing  mol- 
ecules that  could  block  the  histamine  receptors 
responsible  for  the  secretion  of  gastric  juice.  This 
led  eventually  to  the  development  of  cimetidine, 
the  first  drug  that  directly  controls  peptic  ulcer 
by  inhibiting  gastric  juice  secretion. 

This  galaxy  of  pharmacological  advances  typ- 
ifies the  new  Golden  Age  of  Pharmacology. 

Seebert  J.  Goldowsky,  M.D. 
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MetLife  Healthcare  Network  is  proud  of  the  high 
quality  providers  rendering  medical  services  to  our 
members.  Our  latest  total  represents  400  medical  and 
surgical  practitioners;  twelve  hospitals  and  numerous 
diagnostic  facilities  throughout  the  state. 

As  we  progress,  it  becomes  more  and  more  apparent 
that  our  Primary  Care  Provider  driven  model  offers  a 
superior  product  for  the  consumer  and  a unique 
physician  oriented  organization  for  the  provider. 

If  you  would  like  more  information  on  participation 
with  MetLife  Healthcare  Network,  please  call  our 
Professional  Relations  Manager,  Fay  Catterall  at  (401) 
822-3243. 
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ADDRESS 

ON  I HE  RELAI  IONS  OE  1 HE  YOUNG  PHYSICIAN  TO  THE  PROEESSION 

AND  HIE  PUBLIC. 

BY 

H.G.  STICKNEY,  M.D., 

OF  PROVIDENCE. 

READ  BEFORE  THE  RHODE  ISLAND 
MEDICAL  SOCIE  I Y,  A I THE  SEMI-ANNUAL 
MEETING,  DEC.  19tH,  1860 


Mr.  President  and  Gentlemen: 

I fear  it  will  be  thought  unseemly  for  a tyro, 
if  in  the  presence  of  these  war-worn  veterans,  he 
should  attempt  to  sketch  the  dangers  of  the  field 
where  they  have  spent  their  lives  in  active  service, 
and  reaped  noble  laurels  as  the  reward  of  suc- 
cessful toil.  Yet,  craving  your  kind  indulgence 
for  venturing  on  such  a theme,  I will  endeavor 
briefly  to  set  forth  a few  of  the  trials  and  temp- 
tations, as  well  as  pleasures,  to  be  expected  by 
the  young  physician:  also,  to  say  a few  words 
upon  medical  epidemics.  His  pupilage,  as  that 
term  is  generally  understood,  is  passed,  its  pleas- 
ures enjoyed,  its  difficulties  surmounted,  his 
energies  have  been  faithfully  employed  in  the 
acquirement  of  his  profession.  He  has  received 
the  approbation  of  his  instructors,  and  the  hon- 
ors of  his  College;  he  has  true  ideas  of  the  ob- 
ligations which  he  owes  to  society  and  to  his 
profession,  and  some  decided  aspirations  after  a 
true  success  and  honestly  acquired  fame. 

Thus  prepared,  the  question,  if  it  has  not  al- 
ready been  proposed  and  definitely  answered, 
meets  him  with  an  almost  painful  emphasis: 
Where  will  he  commence  his  labor?  Shall  it  be  in 
city  or  country,  north,  south,  east  or  west,  on  land 
or  sea?  It  is  a question  which  may  prove  of  the 


Reprinted  from  the  Communications  of  the  Rhode 
Island  Medical  Society,  Volume  1,  pp.  85-96, 1877. 


Our  readers  may  be  interested  in  this  glimpse  of  con- 
cerns facing  the  medical  profession  during  the  Civil 
War  era  — the  struggle  to  develop  a positive  relation- 
ship between  the  public  and  physicians. 


highest  moment  as  regards  all  the  objects  which 
the  young  physician  proposes  to  himself,  and  will 
doubtless  cause  him  some  anxious  days  and 
sleepless  nights. 

I do  not  propose  to  answer  that  question  for 
him,  but  only  mention  it  as  one  of  his  opening 
perplexities;  and  he  himself,  consulting  his  own 
tastes,  balancing  the  interests  and  influence  which 
he  can  bring  to  bear  in  this  place  and  in  that,  the 
number  of  regular  and  irregular  practitioners 
with  whom  he  must  compete  here  and  there,  and 
the  thousand  other  pros  and  cons  which  he  sup- 
poses may  influence  his  success,  will  decide,  and 
generally  he  will  decide  for  the  best. 

Being  at  length  located  in  the  place  of  his 
choice,  the  first  matter  which  he  will  be  likely  to 
observe  as  operating  to  his  disadvantage,  is  his 
lack  of  experience  and  age. 

The  fact  of  being  a young  man  was,  in  times 
past,  a sufficient  barrier  to  present  success  in  any 
profession;  and  to  be  a young  physician,  espe- 
cially, was  a crime  which  it  required  a multitude 
of  atoning  virtues  to  outweigh.  So  true  was  this 
as  to  give  rise  to  the  proverb,  “a  physician  cannot 
earn  his  bread  till  he  has  not  teeth  to  eat  it.”  It 
is  true  that  our  present  high-pressure  principle 
of  bringing  things  to  pass,  and  the  lack  of  ven- 
eration, or  even  respect,  which  too  much  char- 
acterizes our  nineteenth  century,  has  to  some  ex- 
tent removed  this  barrier,  and  yet  it  is  a barrier, 
and  one  which  operates  more  to  the  disadvantage 
of  the  young  man,  attempting  to  gain  a foothold 
in  the  medical  profession,  than  in  almost  any 
other  situation.  Nor  need  we  be  surprised  at  this. 
Life  and  health  are  each  individual’s  own  most 
valued  treasures,  and  however  much  he  may  ad- 


March,  1989  — Vol.  72 


85 


mire  the  general  talent  and  hearing  ol  the  young 
practitioner,  still,  when  these  most  cherished 
treasures  are  in  peril,  we  cannot  with  any  Justice 
censure  him  it  he  chooses  to  commit  them  to  the 
keeping  of  more  exj^erienced  hands. 

This  is  an  obstacle  to  the  young  man’s  progress 
which  is  inevitable,  which  he  must  expect,  and 
which  need  not  discourage  him,  for  confidence 
such  as  he  desires,  and  such  as  is  worthy  of  the 
name,  is  a plant  of  slow  growth,  and  it  may  be 
that  for  him  such  can  only  be  reared  and  nur- 
tured, by  ministering  at  first  with  patient  hand 
and  genial  heart  at  the  bedside  of  poverty,  not 
in  tardy  response  to  oft-repeated  importunities, 
but  willingly  and  unsolicited,  seeking  the  abode 
of  suf  fering  and  want,  and  administering  the  cor- 
dial of  kindness  as  well  as  the  other  resources  of 
his  art;  and  the  young  physician  whose  kindness 
of  heart,  independent  of  personal  interest,  would 
not  prompt  him  to  such  acts  of  humanity,  is  not 
worthy  of  the  profession  which  he  has  chosen, 
and  whose  honor  he  tarnishes.  On  the  other  hand, 
the  young  physician  who  has  the  poor  amongst 
his  warmest  friends,  may  not  only  experience  the 
pleasure  which  springs  from  the  consciousness 
of  having  done  a kind  act,  but  he  may  also,  with- 
out presumption,  cherish  the  expectation  of  ul- 
timate success  and  honor. 

I do  not  wish  to  drag  up  to  public  gaze  the 
foibles  and  failings  of  the  profession  which  so 
many  of  us  here  present  have  chosen  and  love, 
but  will  only  softly  whisper  a rumor  which  has 
reached  my  ears,  as  it  doubtless  has  yours  also, 
that  there  is  already  in  the  field  a large  and  often- 
times extremely  worthy  class  of  practitioners,  who 
have  not  yet  reachecl  that  measure  of  success 
which  was  the  utmost  boundary  of  their  hopes, 
and  that  the  love  wherewith  these  brethren  do 
love  a younger  than  they  who  may  chance  to 
come  among  them,  is  not  exceedingly  great,  and 
that  any  error,  however  small,  which  he  might 
chance  to  make  in  the  diagnosis  or  treatment  of 
his  first  important  case,  would  not  be  covered 
with  so  thick  a mantle  of  charity  as  would  serve 
to  hide  it  from  the  gaze  of  a harshly  judging 
world,  but  on  the  contrary,  by  some  mysterious 
means,  this  same  slight  and  harmless  error, 
(which,  after  all,  might  not  have  been  an  error 
but  something  new),  soon  comes  to  the  gaze  of 
this  same  harshly  and  ignorantly  judging  world, 
not  only  divested  of  that  comely  mantle,  but  even 
so  magnified  and  distorted  that  nobody  ac- 
quainted with  the  facts  would  ever  suspect  its 
origin. 

And  furthermore,  it  has  been  reported  that 


should  this  new  comer  have  occasion  to  call  in 
council  one  of  the  loving  brethren,  even  though 
the  case  should  terminate  with  the  most  gratify- 
ing success,  yet  at  the  next  illness  in  that  family, 
from  some  inexplicable  cause,  his  services  are  not 
re(juired,  but  those  of  the  senior  instead.  It  is 
very  strange,  but  j)eoj)le  have  a perfect  right  to 
call  whatever  physician  they  choose,  of  course; 
and  now  he  thinks  of  it,  can  it  be  that  that  wise, 
mysterious  look  which  was  given  him  while  that 
consulting  brother  was  speaking,  (as  he  had  no 
right  to  do,  in  an  under  tone),  with  the  “lady  of 
the  house,”  had  anything  to  do  with  this  result? 
Possibly  not;  and  yet  in  his  own  mind  he  has 
reached  the  wise  conclusion  that  a little  vigilance 
on  his  part  can  do  no  possible  harm  the  next  time 
he  has  to  call  for  consultation.  For  my  own  part, 
I place  but  little  confidence  in  these  scandalous 
reports.  Nevertheless,  true  it  is,  that  physicians 
are  human,  even  accepting  the  old  woman’s  clas- 
sification of  the  species  into  men,  women  and 
doctors,  and,  in  common  with  the  rest  of  our  frail 
humanity,  possess  the  instinct  of  self-preserva- 
tion, if  not  of  positive  selfishness;  and  having  this 
common  instinct,  they  respond  to  it  just  like  other 
men,  as  ministers,  lawyers,  hack-drivers  and  rag- 
pickers. That  is,  if  a new  man  too  nearly  of  the 
same  sort  comes  among  them,  making,  as  they 
think,  one  too  many,  they  proceed  to  use  their 
most  persuasive  arguments  to  put  him  out.  But  that 
doctors  are  especially  unkind  in  this  respect,  we 
have  yet  to  learn. 

But  now,  having  overcome  the  disadvantages 
incident  to  the  very  commencement  of  profes- 
sional life,  having  by  skill  and  kindness  secured 
confidence  and  esteem  in  the  community,  and 
by  diligence,  independence,  and  that  most  potent 
of  all  means,  minding  his  own  business,  suc- 
ceeded in  stopping  the  mouths  and  defeating  the 
machinations  of  unfair  competitors,  the  young 
physician  has  established  himself  in  a pleasant 
and  remunerative  practice,  rejoicing  in  the 
thought  that  his  time  and  toil  and  anxiety  have 
not  all  been  squandered  for  naught,  and  in  the 
pleasing  hope  of  future  success  and  usefulness. 
But  here,  again,  he  is  doomed  to  chagrin  and 
disappointment,  in  beholding  many  of  his  firm- 
est friends  and  most  reliable  patrons,  from  all 
grades  of  society,  drawn,  as  if  by  irresistible  magic, 
after  the  first  form  of  delusion  and  empiricism 
which  happens  to  be  offered  them.  The  Indian 
doctor  makes  his  appearance  in  the  quiet  village; 
extensive  rooms  are  opened  on  the  opposite  side 
of  the  street,  and  well  supplied  with  all  the  ap- 
pliances of  his  trade;  innumerable  roots  and  herbs 
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of  known  and  unknown  name,  unguents  of  un- 
heard-of potency,  plasters  to  soothe  all  pains  and 
heal  all  wounds,  and  holding  such  enmity  to  the 
dreaded  cancer,  as  to  drag  it,  root  and  branch, 
even  to  its  utmost  cells  and  fibres,  from  the  sys- 
tem of  the  believing  patient,  no  more  to  find 
lodgment  there  nor  taint  the  peaceful  current  of 
his  now  renovated  blood;  powders,  composed  of 
stings  and  fangs  of  serpents,  entrails  of  toads  and 
eyes  of  fishes,  compounded  by  a seventh  son, 
while  the  clock  was  striking  the  mysterious  hour 
of  midnight,  and  possessing  virtues  which  no  ill 
that  flesh  is  heir  to  can  withstand;  and  if  charms 
and  amulets  are  wanted,  he  can  say,  like  Shylock 
of  his  balances,  “I  have  them  ready”;  hand-bills  are 
spread  around,  relating  his  wondrous  deeds  of 
cure,  well  certified  by  distinguished  foreigners, 
literary  men  of  note,  and  clergymen,  and  as  he 
himself,  in  fanciful  attire,  with  brisk  tandem  team, 
dashes  with  Jehu-speed  from  point  to  point,  the 
whole  town  pauses  and  stands  agape  with  wonder 
and  admiration.  A delightful  sensation  of  some- 
thing new  and  strange  steals  over  the  community, 
and  soon  the  Indian  doctor’s  rooms  are  crowded 
with  deluded  patients,  to  whom  hope  and  ex- 
citement lend  temporary  relief,  and  our  intelli- 
gent and  worthy  practitioner  sits  quietly  in  his 
office,  forgotten  and  perhaps  dispirited. 

Or  if  this  omnium  gatheruyri  of  a doctor  is  obliged 
to  content  himself  with  the  rabble,  and  fails  to 
draw  off  the  more  refined  and  fashionable  por- 
tion of  the  practice,  they  are  only  reserved  for  a 
more  refined  and  exquisite  delusion.  Our  young 
friend  soon  discovers  amongst  his  former  pa- 
trons, ten  fashionable  women,  with  a set  of  in- 
describable symptoms,  and  one  middle-aged  man 
of  literary  occupation  and  sedentary  habits,  tak- 
ing more  buckwheat  cakes  and  sausages  than  ex- 
ercise, who  have  ceased  to  employ  him,  and  have 
become  thoroughly  convinced  that  those  tiny 
globules,  saturated  with  the  100th  dilution  of 
mercurius  dulcis,  or  better  still,  the  dulcamara,  (sweet 
names),  have  greater  potency  for  the  relief  of 
their  peculiar  ills  than  all  the  advice  and  medi- 
cines which  it  has  been  their  fortune  to  obtain, 
and  notwithstanding  those  cases  in  which  the  pa- 
tients died  with  all  the  symptoms  of  poisoning, 
in  consequence  of  the  fearful  potency  imparted 
to  the  medicines  by  numerous  dilutions,  still  dis- 
ciples to  the  faith  were  multiplied,  and  for  a time, 
friends  to  encourage  the  intelligent  physician, 
were  few. 

These  “quack  doctors”  are  a motley  body,  com- 
prising every  kind  of  specialty:  Steam  doctors, 
worm  doctors,  natural  bonesetters,  corn-doctors. 


water-casters,  astrologers,  herbalists,  “wise  men,” 
witch-finders,  and  curers  of  syphilis  and  diseases 
of  the  sexual  organs,  who  are  professed  poison- 
ers and  procurers  of  abortion,  with  hardly  an 
exception,  a group  of  scoundrels.  The  ranks  of 
the  quacks  are  also  swelled  by  outcasts  from  the 
legitimate  profession,  men  who  are  excommun- 
icated, either  because  of  their  vices  or  of  their 
follies,  and  wTo  have  been  morally  punished  by 
a rightful  deprivation  of  professional  intercourse 
with  their  brethren. 

In  another  class  are  comprised  country  cler- 
gymen, ladies  having  a taste  for  medicine,  per- 
sons in  private  station  with  a smattering  of 
knowledge,  but  especially  the  retailers  and  com- 
pounders of  drugs,  and  professed  nurses.  None 
will  lack  followers,  and  in  proportion  to  their 
impudence  and  mysteriousness  will  be  their  suc- 
cess. 

Alas!  for  poor  human  nature.  Disease,  suffer- 
ing, disappointment  and  despair  will  grasp  at  a 
sun-beam,  or  cling  to  a shadow.  The  sufferer  who 
seeks  relief  of  the  charlatan,  when  his  fate  has 
been  pronounced  by  the  legitimate  practitioner, 
is  to  be  pitied  more  than  blamed.  The  reprehen- 
sible parties  are  the  friends  of  the  sufferer  wTo 
permit,  and  the  missionaries  of  the  quack  who 
spread,  the  delusion.  It  has  been  well  said,  the 
public  mind  must  be  amused,  and  while  the 
masses  are  engrossed  with  war  or  politics,  par- 
ticular classes  in  certain  localities  find  relief  to 
certain  innate  promptings  or  cravings  in  out- 
bursts of  theomania,  revivals  or  miracles  of  any 
description,  while  the  sickly  and  distempered  ea- 
gerly rush  after  every  novelty  which  offers. 

When  argument,  reason,  a reference  to  pa- 
thology, common  sense,  or  experience,  are  tried 
in  discussing  the  question  of  one  of  these  cures, 
no  matter  how'  performed,  the  answer  thrown  in 
your  teeth,  along  with  a plentiful  garnishing  of 
epithets  about  “professional  obstinacy,”  “wedded 
to  old  opinions,”  “incredulity,”  &c.,  is:  There  is 
the  simple  fact;  the  patient  is  cured  after  the  most 
eminent  of  the  faculty  had  given  the  case  up, 
sent  the  person  away  to  die,  and  would  not  give 
him  even  the  chance  of  an  operation. 

If  any  one  inquire  what  good  or  harm  these 
medical  quackeries  do,  we  answer  they  are  de- 
ceptions, proving  either  want  of  knowledge,  or 
want  of  honesty,  or  both,  in  their  promoters.  Yet 
there  is  money  to  be  made  of  them,  and  that  their 
upholders  know  full  well. 

A cure  for  a heretofore  incurable  disease  is 
promulgated;  a book  is  written  on  the  subject, 
the  public  press  is  invoked,  and  not  in  vain;  with- 
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out  any  alieinpt  at  dishonesty,  or  the  slightest 
idea  that  they  are  gulled,  an  editoi  or  two,  iidlu- 
enced  for  humanity’s  sake  by  a j)hilanthropic 
friend,  is  induced  to  intioduce  a well  worded 
j)aragraph  about  the  cure;  it  is  then  public  j)roj)- 
erty,  and  no  matter  how  absurd  or  incredible  it 
ntay  appear,  it  is  copied  from  periodical  to  ]>e- 
riodical;  it  is  cut  out  of  newspapers,  and  sent  in 
rose-colored  envelopes  f rom  one  lady  to  another, 
and  so  the  rej)utation  is  established,  and  patients, 
with  anything  at  all  resembling  the  disease,  flock 
in  hundreds  to  the  discoverer. 

ft  is  true  he  does  not  cure  them;  perhaps  he 
does  not  know  which  are  curable  and  which  are 
not,  for  diagnosis  does  not  come  by  instinct.  He 
may  not  be,  and  in  all  probability  is  not,  a pa- 
thologist. His  panacea,  or,  if  he  is  a knowing  man, 
his  remedies,  are  applied  to  all  comers;  and  some 
get  well,  but  not  those  affected  with  the  incurable 
disease.  The  object,  however,  is  attained,  noto- 
riety is  achieved,  patients  are  caught,  and  the 
remedy  is  only  subsequently  resorted  to  in  special 
instances. 

Nothing  pleases  a certain  class  of  patients  so 
much  as  to  be  talked  about  — to  think  that  their 
disease  is  in  any  way  peculiar.  They  are  elevated 
from  the  martyr  into  the  hero;  they  boast  to  you 
that  the  new  doctor  said,  in  the  words  of  Bren- 
non,  that  their  case  was  "'The  worse  he  ever  saw, 
save  one.”  Even  though  they  are  no  better,  they 
become  the  fast  friends  and  most  indefatigable 
missionaries  of  the  new  system  and  its  professor. 

If  you  meet  one  of  them,  and  ask,  “Is  he  really 
cured,”  the  answer  is  “Well,  I can’t  say  I am  much 
better,  but  that  is  because  I did  not  go  soon 
enough,”  or  “try  the  system  long  enough”;  “cir- 
cumstances prevented  my  remaining  any  longer 
under  treatment,”  &c.,  &c. 

These  are  not  fancy  sketches.  Who  is  there  in 
extensive  practice  who  has  not  encountered  such 
people,  and  observed  such  conduct?  The  perti- 
nacity with  which  the  patient  and  his  friends,  — 
when  they  have  thrown  overboard  the  old  family 
attendant;  the  kind,  skillful,  generous,  judicious 
friend  of  years,  for  the  quack,  or  for  quackery 
of  any  description,  — will  try  to  persuade  you 
that  they  are  cured,  would  be  amusing  if  it  were 
not  so  lamentable.  They  will  lose  their  temper 
with  you  if  you  hint  that  they  are  no  better  than 
they  were,  and  attribute  to  the  “well-known  prej- 
udices and  illiberality  of  the  profession”  your  re- 
minding them  of  the  opinion  you  gave  some  years 
before  they  had  sent  a lock  of  hair  in  a silk  bag 
to  a madam  or  mademoiselle  to  supply  them  with 


a jjathological  horoscope  on  the  state  of  their 
liver  or  stomach. 

So  seductive  and  ap|)arently  irresistible  is  the 
charm  which  mystery  lends  to  every  object  uj)on 
which  her  shadow  falls;  her  grounds  are  all  en- 
chanted grounds,  and  no  sooner  does  the  visitor 
j)ass  their  jileasing  confines,  than  Reason  seeks 
a shady  nook  for  dreamy  slumber,  and  fancy 
plumes  her  wings  for  flight.  Reason  now  dreams 
of  the  accomplishment  of  all  his  })et  j)rojects!  — 
long  marches  over  hitherto  unexploretl  and  itn- 
passable  ways  — lof  ty  summits  reached,  and  long 
lines  of  truth  explored  and  frowning  citadels,  so 
long  impregnable,  now  proudly  stormed  and  oc- 
cupied. Fancy  the  meanwhile  humoring  all  his 
whims  furnishes  materials  for  his  gigantic 
schemes!  With  busy  hand  and  grotesque  flight 
she  circles  round,  dropping,  just  at  the  right  time 
and  spot,  huge  grappling  hooks  of  sane!  to  root 
up  century-grown  oaks;  rojjes  of  air  by  w hich  to 
scale  lofty  precipices;  bridges  made  wdth  beams 
of  moonshine  to  make  easy  passage  over  im- 
passable chasms;  and  bombast,  instead  of  bomb- 
shells, for  ammunition  wherewath  to  battle  down 
the  castle  walls  of  stubborn  error;  and  all  the  time 
that  Fancy  is  playing  such  tricks,  poor  sleeping 
Reason  lies  and  smiles  and  nods  approvingly  at 
her,  as  she  furnishes  each  useless  aid,  like  a jolly 
automaton  in  the  shop  window,  nodding  and 
smiling  at  each  passer-by. 

“In  faith,  ’t  is  strange,  ’t  is  passing  strange  — ’t 
is  pitiful,  ’t  is  wondrous  pitiful,”  that  men  and 
women  wall  so  suffer  the  reason  to  be  befogged 
and  fooled  by  Fancy,  as  to  make  the  greatest 
nonsense  appear  the  soundest  sense,  and  allow 
themselves  to  be  tickled  and  deceived  by  phan- 
tasms, until  nothing  is  true  unless  so  subtile  as  to 
be  incapable  of  proof,  and  nothing  real  unless 
so  refined  as  to  escape  detection  by  the  most 
perfect  sense,  and  the  more  ridiculous  the  con- 
ceit, the  more  exquisite  the  sensation  of  being 
fooled  into  a belief  in  its  reality. 

As  for  the  reasons  for  this  mania  after  the  new' 
and  ridiculous  in  medicine,  there  is  neither  time 
nor  necessity  to  give  them  here.  Suffice  it  to  say, 
that  they  arise  from  three  principal  sources: 

First  — The  blunders,  and  too  often  the  lack 
of  knowledge,  among  regular  practitioners. 

Second  — The  ignorance  which  prevails  in  the 
community  concerning  the  structure  and  func- 
tions of  the  body,  as  well  as  what  ought  really  to 
be  expected  from  medicines. 

Third — The  false  promises  and  impudence  of 
quacks. 
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What  then  shall  the  intelligent  physician  do? 
Shall  he  reason?  Reason  is  in  mystery’s  domain 
listening  to  fancy  or  imagination.  Could  he  con- 
vince the  Indian  that  his  priest  or  medicine-man 
could  not  by  his  charms  expel  the  bad  spirit  that 
was  causing  him  pain?  Could  he  convince  the 
crowds  who  sought  the  royal  touch  of  Charles 
the  Second,  that  that  touch  would  not  bring  heal- 
ing? Could  he  persuade  the  dupes  of  Perkins’ 
tractors  that  their  pains  would  not  be  withdrawn? 
Could  he  persuade  the  millions  who  have  given 
their  money  to  build  palaces  for  Brandreth, 
Townsend,  Moffat  and  Sherman,  that  it  would 
have  been  better  had  the  nostrums  of  all  these 
empirics  become  physic  for  sharks  instead  of 
men?  Then  might  he  hope  to  break  by  argument 
the  hold  which  the  present  race  of  charlatans, 
dream-mongers  and  actual  rascals  in  medicine, 
have  upon  the  minds  of  this  wonder-seeking  and 
gullible  generation. 

No!  It  is  only  by  diffusing  knowledge  that  such 
false  ideas  can  be  removed.  Men  study  mathe- 
matics, and  Latin,  and  logic,  and  get  a smattering 
of  knowledge  about  things  in  the  heavens  above, 
the  earth  beneath,  and  the  waters  under  the  earth, 
but  when  asked  anything  about  the  structure  and 
furnishing  of  the  house  they  live  in,  — that  most 
wonderful  of  the  Creator’s  works,  — the  human 
body,  they  are  most  profoundly  ignorant.  The 
skin  is  only  a nerveless  outside  covering  to  keep 
the  rest  of  the  body  from  smarting. 

A pitcher  sweats  as  well  as  a man,  and  it  cer- 
tainly has  no  pores  to  be  attended  to;  therefore 
soap  and  water  are  useless  articles  except  in  cases 
of  visible  dirt.  As  for  that  which  is  taken  cogni- 
zance of  by  another  sense,  Lubin’s  extracts  furnish 
the  only  civilized  method  of  obviating  it. 

The  stomach  and  lungs  are  transposed  in  place 
if  not  in  function,  and  the  poor  old  liver  occupies 
at  least  two  stories  in  this  castle  of  ignorance. 

How  is  it  to  be  supposed  that  when  there  is 
such  mystery  as  regards  the  structure  of  a ma- 
chine, there  will  not  be  mystery  as  regards  what 
is  necessary  for  its  repair.  Here,  then,  is  work  to 
do,  and  shall  the  physician  sit  idle  in  his  office 
watching  for  one  more  patient,  and  dreaming  of 
that  sweet  time  when  the  river  will  have  run  past, 
and  the  world  returned  to  the  good  old  days 
which  history  records  and  prophets  sing?  If  so, 
of  one  thing  he  may  be  assured,  that  if  that  time 
should  come,  there  would  be  no  use  for  him  — 
he  would  be  entirely  behind  the  age. 

No!  The  idea  that  the  physician’s  business  is 
to  cure,  and  keep  people  as  ignorant  as  possible 


of  how  he  does  it,  is  all  folly,  and  worthy  only  of 
the  days  of  alchemy  and  magic. 

The  physician  has  one  department  of  the 
world’s  education  committed  to  him,  and  shame- 
fully has  he  neglected  it,  and  bitterly  to-day  is  he 
reaping  the  reward  of  his  neglect.  Let  him  then 
comprehend  the  full  import  of  his  mission,  and 
learn  to  instruct  while  he  applies  his  art,  if  he 
would  see  his  profession  returned  from  the  hands 
of  charlatans  and  mercenaries,  and  wearing  that 
honor  which  is  so  justly  its  due. 

But,  in  view  of  all  the  difficulties  to  be  en- 
countered, inexperience,  coldness,  not  to  say 
hostility,  of  jealous  brethren,  false  ideas  in  the 
community,  and  the  cold  pretensions  of  irre- 
sponsible empirics  — what  knowledge,  what  hon- 
esty, what  zeal,  what  firmness,  what  high  per- 
sonal and  professional  honor,  are  necessary  to 
carry  the  young  man  safely  through  the  first  few 
years  of  professional  life,  and  keep  him  from 
yielding  to  those  seductive  influences  which  would 
lead  him  to  fall  in  with  the  current  on  which  he 
sees  many  borne  past  towards  the  one  great  ob- 
ject of  their  lives,  the  acquisition  of  wealth. 

Surely  wealth  is  not  to  be  despised,  and  none 
of  us  expect  to  give  a life  of  labor  for  naught. 
No  man  in  any  station  in  life,  no  statesman,  no 
lawyer,  no  physician,  no  clergyman,  no  soldier, 
gives  his  labor,  mental  or  bodily,  to  society  “with- 
out hire,”  but  the  degrading  of  a noble  profession 
to  the  mere  matter  of  getting  so  many  dollars 
and  cents,  and  seeing  how  much  one  can  make 
out  of  the  profession,  and  how  small  returns  he 
can  make  to  it,  is  simply  the  pure,  double-refined 
extract  of  meanness  and  dishonesty,  and  the  man 
who  would  be  guilty  of  it,  should  be  pricked  in 
the  ear,  or  branded  upon  the  cheek,  that  he  might 
be  known,  and  shunned,  and  despised,  every- 
where and  by  every  noble-minded  man.  Wealth 
in  any  profession,  if  acquired  at  all,  or  at  least 
honestly,  by  rendering  to  society  an  equivalent, 
must  follow  an  able  and  honest  discharge  of  the 
duties  of  that  profession. 

But,  gentleman,  the  objects  of  our  profession 
are  more  noble  than  material  wealth  in  any  form. 
They  are  to  drive  away  ignorance  and  mystery, 
by  causing  truth  to  shine  out  broad-cast,  spread- 
ing a knowledge  of  God’s  most  beautiful  and  per- 
fect works,  as  they  appear  in  those  studies  which 
minister  to  our  art;  to  lengthen  out  and  render 
tolerable  — nay,  even  enjoyable  — lives  which 
disease  of  body  and  mind  had  conspired  to  ren- 
der comfortless  and  to  destroy;  to  minister  at  the 
bedside  of  pain  and  languishing,  giving  quiet  to 
the  pain-racked  body,  and  strength  and  comfort 
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to  (lie  faltering  mind;  to  vvij)c  tlie  cold  danijis 
fiom  the  brow,  while  Death  jjrejjares  his  dart, 
and  j)oint  tlie  departing  soul  to  tlie  life  which 
knows  no  dying. 

And  these  are  objects  which  neither  cold- 
hearted  selfishness,  nor  avarice,  nor  coarse  vul- 
garity, nor  stupid  ignorance,  can  ever  rise  to  aj)- 
j^reciate,  nor  have  heart  or  coinage  to  accom- 
plish. It  is  only  the  brave,  the  honest,  the 
sympathising,  the  self-sacrificing,  who  dare  truly 
to  undertake  such  labors;  labors  such  as  Cacero 
declares  “bring  men  nearest  to  the  gods.” 

Such  objects  and  such  labors  we,  if  worthy  of 
our  calling,  have  undertaken,  and  God  helping, 
we  will  accomplish  them;  nor  will  they  be  without 
enjoyment,  for  what  enjoyment  can  exceed  the 
luxury  of  overflowing  gratitude  fresh  from  the 
heart  and  lips  of  those  whom  skill  and  tenderness 
have  snatched  from  suffering  and  anguish,  and 
perchance  from  death;  these  with  the  Joys  which 
spring  from  ever  increasing  knowledge  are  our 
pleasures,  and  they  are  such,  it  seems  to  me,  as 
Cicero  might  add  come  nearest  to  the  pleasures 
of  the  gods. 

And,  in  conclusion,  I will  only  add  my  own 
best  wishes  for  each  member  of  this  society  and 
of  the  profession,  that  the  blessings  which  they 
seek  to  preserve  for  others  may  be  enjoyed  in 
fullness  by  themselves;  that  friendships,  without 
which  earth  is  but  a wilderness,  may  spring  up 
in  freshness  to  gladden  all  the  pathway  of  life; 
that  well  earned  honors  may  be  the  chaplets  which 
shall  bind  their  brows  in  age,  and  that  an  un- 
clouded reason,  pleasant  memories  and  the 
Christian’s  hope  may  cheer  each  in  the  hour  of 
death. 
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Epidemics,  Society,  and  History 


The  Conquest  of  Epidemics  is  a Result  of  Complex  Historical  Forces 


Naomi  Rogers,  PhD 


Recently,  historians  of  medicine  have  been  called 
upon  more  frequently  than  ever  to  reflect  on  the 
lessons  that  the  history  of  disease  can  bring  to 
present  experience.  The  acquired  immune  de- 
ficiency syndrome  (AIDS)  crisis  has  brought  into 
sharp  focus  the  significance  of  the  ways  society 
defines  contagion.  These  definitions  directly  in- 
fluence the  direction  of  research  and  public  health 
policy:  who  spreads  infection,  who  is  seen  as  dan- 
gerous, how  the  sick  and  those  suspected  of  car- 
rying infection  should  be  identified  and  treated. 
Health  professionals  and  the  public  have  both 
turned  to  the  laboratory,  hoping  that  the  discov- 
ery of  a vaccine  will  solve  the  social  and  medical 
complexities  of  the  epidemic. 

But  our  current  experience  has  also  reminded 
us  that  epidemic  disease  is  far  more  than  simply 
a biological  phenomenon.  Disease,  clearly,  has 
social,  political,  economic,  and  moral  dimensions. 
AIDS  reminds  us  of  the  consistent  role  of  fear 
and  hysteria,  the  stigmatization  of  marginal 
groups,  and  the  tensions  between  guarding  the 
public  health  and  ensuring  civil  rights.  Further, 
as  historians  have  recently  warned,  we  should  not 
expect  a vaccine  or  a cure  to  make  these  other 
complicating  aspects  disappear,  especially,  as  Al- 
lan Brandt  has  argued,  when  dealing  with  the 
problems  raised  by  a disease  linked  with  issues 
of  sexuality  and  morality.*  Historical  analysis 
suggests  that  understanding  the  role  science  plays 


Naomi  Rogers,  PhD,  is  a postdoctoral  felloiv  in  the 
history  of  medicine  and  biology  at  Brown  University, 
Providence,  Rhode  Island. 


in  defining  contagion  and  determining  medical 
and  social  responses  to  an  epidemic  are  problem- 
atic even  for  nonvenereal  diseases. 

In  this  essay  I examine  three  examples  from 
the  historical  record:  the  bubonic  plague  in  me- 
dieval Europe,  cholera  in  nineteenth-century 
America,  and  smallpox  since  Edward  Jennet’s 
discovery  of  the  vaccine.  Some  recent  observers 
have  suggested  that  AIDS  has  seemed  particu- 
larly frightening  because  our  recollection  of  ex- 
periences of  epidemic  diseases  of  the  past  has 
faded  so  quickly  and  so  much  of  the  attendant 
terror  is  now  forgotten,  but  in  fact,  epidemics 
are  part  of  our  everyday  vocabulary.  We  use 
medical  metaphors  for  a variety  of  non-biological 
topics  and  speak  of  epidemics  of  crime  and  teen- 
age pregnancy.  Perhaps  these  biological  meta- 
phors offer  us  hope  for  victory  over  otherwise 
seemingly  intractable  social  and  economic  prob- 
lems. Yet,  diseases  such  as  syphilis,  cancer,  and 
heart  disease  are  still  with  us,  and  others  seemed 
to  have  appeared  from  nowhere.  Science,  history 
has  shown,  brings  ambiguous  answers  and  makes 
our  search  for  more  magic  bullets  both  precar- 
ious and  poignant.  A recent  historian  has  argued, 
indeed,  that  “the  meaning  of  disease  has  in  the 
recent  past  become  more  rather  than  less  am- 
biguous.”^ 

Our  experience  with  AIDS  has  heightened  our 
awareness  of  the  social  meanings  of  an  epidemic, 
the  lasting  association  between  dirt  and  disease, 
and  the  sanctions  imposed  on  those  groups  be- 
lieved to  be  spreading  infection  or  at  risk.  De- 
fining and  assigning  responsibility  is  an  essential 
element  in  making  sense  of  an  epidemic,  and  the 
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role  ()1  science  and  scienlisls  in  cletennining  that 
element  remains  limited.  Medical  historians  have 
long  argued  that,  in  oidei  to  explain  the  meaning 
of  ej)idemics,  we  must  examine  their  social  and 
cnltnral  context.  Research  and  pnhlic-health  pol- 
icy are  influenced  by  the  way  contagion  is  de- 
fined, how  the  source  of  clangei  and  infection  is 
understood.  From  a scientific  standpoint,  the 
source  of  contagion  is  an  objective  physical  agent, 
such  a germ  oi  virus.  But  the  study  of  varying 
theories  of  contagion  in  the  j^ast  complicates  this 
straightforward  biomedical  persjjective. 

Onr  parents  and  grandparents  believed  that 
disease  could  be  spread  by  bad  ait  and  putrefying 
matter  or  by  unsanitary  and  immoral  habits.  A 
belief  that  filth,  be  it  physical  or  moral,  is  the 
source,  even  the  cause,  of  disease  still  lingers  to- 
day. Anthropohjgist  Mary  Douglas  has  argued 
that  who  and  what  are  defined  as  unclean  may 
be  both  culturally  significant  and  relative.^  Thus, 
the  definition  of  filth  is  part  of  our  historical 
context;  those  most  feared  are  often  marginal 
groups,  in  the  past  including  Jews,  immigrants, 
prostitutes,  and  the  poor.  In  this  analysis  of  as- 
pects of  the  history  of  plague,  cholera,  and  small- 
pox, I hope  to  tease  out  the  links  between  con- 
tagion and  responsibility,  and  the  controversial 
role  scientific  solutions  have  played. 

Plague 

One  of  the  most  influential  studies  of  epidemics 
in  the  past  has  been  the  history  of  plague,  par- 
ticularly the  Black  Death  of  the  Middle  Ages.  The 
bubonic  plague  (caused  by  the  bacillus  Yersinia 
pestis  and  spread  by  fleas  carried  usually  by  the 
black  rat)  originated  in  Central  Asia  where  the 
wild  rodents  of  the  steppes  constituted  a reser- 
voir of  infection.  In  the  early  1300s  the  disease 
began  to  spread  to  the  Black  Sea  and  then  on 
shipboard  to  Constantinople,  Venice  and  other 
European  port  cities.  By  1350  all  of  Europe  from 
Russia  to  Spain  was  infested  with  the  plague,  and 
it  was  devastating.  At  least  a quarter  of  Europe’s 
population  died;  whole  villages  disappeared; 
England  and  Erance  agreed  to  abandon  the  war 
they  were  engaged  in;  unmanned  ships  drifted 
on  the  Mediterranean  and  North  Seas  as  their 
crews  were  entirely  wiped  out;  and  in  southern 
Erance  deaths  were  so  common  that  the  Pope 
consecrated  the  river  Rhone  at  Avignon  so  that 
corpses  flung  into  the  river  might  be  considered 
to  have  had  a Christian  burial.^ 

The  medieval  public  immediately  began  to  ask: 
who  is  to  blame?  They  sought  culprits  and  found 
them,  as  communities  have  done  consistently 


through  time,  iji  strangers,  the  poor,  and  (Jther 
maiginal  groujjs.  As  historian  Ann  (knanichael 
has  shown,  the  Black  Death,  for  exanqjle,  inten- 
sified the  medieval  (diristian  notion  of  the  scape- 
goat Jew.  Jews  were  susjjected  of  jiurposely 
spreading  j)lague  by  contaminating  wells  or  by 
annointing  hou.ses  and  individuals  with  an  imag- 
ined j)lague  j)oison;  and  they  w'ere  jjersecuted 
accordingly.  At  Freiburg  all  known  Jew's  were 
hoarded  into  a large  wooden  building  and  burned 
to  death.  At  Strassburg  over  two  thousand  were 
hanged  on  a scaffold  set  uj)  in  the  Jewish  cem- 
eterv.^ 

Public  officials,  similarly,  focused  their  atten- 
tion on  these  special  groups  in  order  to  try  to 
guard  the  public  health.  Authorities  in  Northern 
Italy  enacted  legislation  which  would  mark  groups 
believed  suspect  in  a w'ay  everyone  could  see. 
Significantly,  officials  chose  the  color  yellow,  a 
color  traditionally  used  to  identify  criminals  and 
lepers.  The  groups  thus  marked  — prostitutes, 
Jews,  foreigners,  and  the  poor  — were  seen  as 
sources  of  disorder  and  danger.  Jews  were  re- 
quired by  law  to  wear  a large  yellow  Star  of  David 
on  their  caps  or  coats.  Prostitutes  were  also  la- 
beled in  yellow  and,  in  one  instance  a member 
of  a male  homosexual  couple  was  dressed  in  yel- 
low and  forced  to  witness  the  gruesome  execu- 
tion of  his  lover.®  The  experience  of  bubonic 
plague  intensified  a fear  of  groups  already  mar- 
ginal, and  the  concept  of  contagion  provided  the 
justification  for  their  persecution.* 

Cholera 

The  tendency  to  victimize  and  thereby  somehow 
hope  to  control  a frightening  epidemic  did  not 
disappear  with  the  decline  of  medieval  Europe. 
The  American  experience  with  cholera  epidem- 
ics, as  historian  Charles  Rosenberg  has  shown, 
similarly  involves  popular  assumptions  about  the 
close  connections  between  marginality,  filth,  and 
disease.  From  the  early  1800s  first  Europe  and 
then  America  began  to  suffer  increasing  out- 
breaks of  cholera.  Cholera  (a  disease  spread  by 
water  or  food  contaminated  by  feces  infected  with 
the  comma-shaped  bacterium  Vibrio  cholerae)  is  a 
swift  and  deadly  disease.  It  can  cause  a victim 
walking  along  the  street  to  fall  over  suddenly, 
body  dehydrated,  face  jaundiced  and  sunken, 
dead.  The  disease  was  linked  in  the  popular  and 
medical  minds  with  filth  and  poverty,  urbani- 
zation, and  immigration.  Cholera  epidemics,  after 


*Hans  Zinsser’s  classic  Rats,  Lice  and  History  (Boston  1925),  was  a 
graphic  exposition  of  the  impact  of  epidemics  on  history.  ED. 
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all,  appeared  consistently  in  the  worst  slums  of 
the  crowded  cities  of  the  industrializing  Western 
world. 

Many  Americans  believed  that  cholera  had  ap- 
peared to  punish  a nation  mired  in  materialism 
and  sin.  In  1849  during  a devastating  national 
epidemic  President  Zachary  Taylor  recom- 
mended a day  of  national  prayer  and  fasting." 
In  fact,  the  poor  and  immigrants  were  frequent 
victims.  More  than  forty  per  cent  of  those  who 
died  from  cholera  in  New  York  City  were  Irish, 
and  the  cities  with  the  greatest  immigrant  pop- 
ulations — New  York,  Cincinnati,  New  Orleans, 

: St.  Louis  — suffered  most  severely.  White  Prot- 

: estant  Americans  blamed  the  epidemic  on  im- 

! migrants  flooding  these  cities  with  their  heathen 
and  unsanitary  habits.  One  New  Yorker  wrote  in 
j his  diary  in  June  1849  that  immigrants  were 
I “filthy,  intemperate,  unused  to  the  comforts  of 
i life,  and  regardless  of  its  proprieties  . . . [they] 
i flock  to  the  populous  towns  . . . with  disease  en- 
I gendered  on  Shipboard,  and  increased  by  bad 
I habits  on  shore,  they  [infect]  . . . the  inhabitants 
of  these  beautiful  Cities,  and  e\  ery  paper  we  open 
is  only  a record  of  premature  mortality.”® 

i The  conquest  of  cholera  was  finally  achieved 

through  sanitary  measures  based  on  the  filth  the- 
ory of  disease,  not  through  bacteriological  inter- 
I vention.  In  1854,  John  Snow  (1813-1858),  an 
English  physician,  demonstrated  that  the  disease 
j was  transmitted  by  contaminated  water.  His  work 
' was  part  of  a broader  movement  on  both  sides 

• of  the  Atlantic  to  improve  city  life  and  the  con- 

• ditions  of  the  poor  through  environmental  pub- 

j lie  health  reforms.  Municipalities  began  to 
; introduce  effective  sewage  systems,  housing  reg- 
I Illations,  and  other  sanitary  reforms.  By  1883, 

] when  German  bacteriologist  Robert  Koch  first 

! identified  cholera’s  specific  etiological  agent,  ep- 

;!  idemic  cholera  in  America  was  already  a disease 

I of  the  past.  New  York  City,  for  example,  which 

; had  seen  over  five  thousand  deaths  in  the  1849 

II  epidemic,  had  established  the  nation’s  first  Met- 
' ropolitan  Board  of  Health  to  deal  with  the  next 
j major  outbreak  in  1866,  and  the  Board’s  sanitary 
' measures  were  so  effective  that  the  city  had  fewer 

than  six  hundred  deaths.^ 

Certainly,  the  development  of  the  germ  theory 
enabled  physicians  and  public  officials  to  deal 
V more  effectively  and  precisely  with  their  com- 
munities’ health  problems.  Bacteriological  inves- 
tigators, such  as  Louis  Pasteur,  Robert  Koch,  and 
Emil  Behring,  not  only  identified  the  specific 
etiologies  of  a growing  number  of  diseases,  but 
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developed  methods  to  help  physicians  diagnose 
and  treat  them.  A great  hope  for  the  prevention 
of  disease  was  the  development  of  the  field  of 
immunology.  One  of  the  most  dramatic  therapies 
was  the  discovery  in  1891  of  diphtheria  antitoxin, 
which  effectively  saved  thousands  of  children’s 
lives.  Also,  Louis  Pasteur  used  bacteriological 
techniques  to  develop  a vaccine  against  rabies, 
and  other  researchers  followed  with  vaccines 
against  cholera,  typhoid,  and  plague.  Physicians 
and  scientists  in  this  heady  period  of  bacterio- 
logical successes  hoped  that  the  further  pursuit 
of  etiological  solutions,  based  firmly  on  labora- 
tory research,  would  provide  more  precise  and 
effective  methods  to  conquer  the  world’s  ills.  But 
their  searches  for  magic  bullets  were  only  par- 
tially successful. 

Smallpox 

Consider  one  of  the  most  famous  examples  in 
medical  history:  the  development  of  the  small- 
pox vaccine.  This  vaccine,  now  acknowledged  as 
an  important  basis  for  the  development  of  mod- 
ern immunology,  was,  in  fact,  not  based  on  an 
etiological  theory  at  all.^°  Smallpox  (a  highly  in- 
fectious viral  disease  spread  by  not  only  the 
lymphs  and  pus,  but  also  the  scabs  of  the  pocks 
themselves)  was  a major  cause  of  death,  blind- 
ness, and  disfigurement.  In  Europe  during  the 
seventeenth  century  perhaps  one  in  every  ten 
people  died  of  the  disease."  At  that  time  it  was 
clear  that  smallpox  was  spread  by  personal  con- 
tact, but  by  1800  the  notion  of  contagion  was  an 
old-fashioned  medieval  idea.  Most  nineteenth- 
century  doctors  believed  that  diseases  were  not 
specific,  but  the  result  of  a general  imbalance 
between  the  body  and  the  environment.  Only 
quacks  tried  to  cure  a disease  with  a single  spe- 
cific remedy.  Smallpox  was  thus,  in  elite  medical 
theory,  an  exception  and  anomalv. 

The  development  of  immunological  tech- 
niques to  prevent  smallpox  has  a history  fraught 
with  social,  political,  and  even  moral  conflicts. 
The  introduction  of  inoculation  to  W’estern  com- 
munities is  a case  in  point.  An  understanding  of 
smallpox  immunity  was  already  prevalent  in  Af- 
rica and  Asia.  Chinese  doctors,  for  example,  blew 
pulverized  smallpox  scabs  into  the  noses  of  their 
patients.'^ 

Anesimus,  an  African  slave,  introduced  the 
knowledge  of  inoculation  (whereby  the  pus  or 
scab  from  a smallpox  victim  is  inserted  under  the 
skin  of  a healthy  person  to  cause  a mild  outbreak 
and  produce  immunity)  to  his  owner,  the  New 
England  minister  Cotton  Mather.  Mather,  at  the 
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start  of  a smallpox  epidemic  in  1721,  convinced 
a Boston  doctor,  Zalxliel  Boylston  to  inoculate 
first  his  own  family  and  slaves,  and  then  some  of 
his  neighbors.  Local  physicians  and  other  mem- 
bers of  the  community  oj^posed  his  actions,  and 
Mather  even  had  a grenade  thrown  into  his  hon.se. 
Boston  doctcifs  sneh  as  William  Douglass  argued, 
with  some  justification,  that  this  medical  inno- 
vation was  clangerons,  foi  the  amount  and  vir- 
ulence of  the  smallpox  j)oison  could  not  he  con- 
trolled, and  it  might  even  spread  the  disease 
rather  than  j)revent  it.  Further,  some  were  sus- 
picious of  a science  that  seemed  irreligious  and 
violated  the  moral  law  of  (iocl,  while  others  noted 
that  slave  merchants  hoped  to  benefit  signifi- 
cantly by  the  ability  to  prevent  their  charges  from 
dying  of  the  disease.'^ 

A rural  English  physician,  Edward  Jenner 
(1749-1823)  was  the  first  to  develop  and  popu- 
larize the  smallpox  vaccine  among  the  medical 
community  of  the  West.  Jenner  first  vaccinated 
(a  wc^rd  he  coined  from  the  Latin  “vaccinia” 
meaning  from  a cow)  a child  with  cowpox  on  May 
14,  1796.  He  took  pus  from  a cowpox  ulcer  on 
the  wrist  of  a local  dairy  maid,  Sarah  Nelmes, 
and  inserted  the  material  under  the  skin  of  an 
eight-year-old  boy,  James  Phipps.  Jenner  be- 
lieved that  a mild  case  of  cowpox  would  prevent 
the  more  deadly  appearance  of  smallpox,  an  idea 
drawn  from  a popular  tradition  among  farmers 
and  dairymaids  in  rural  England.  Two  months 
later  he  inoculated  the  boy  Phipps  and  found  no 
reaction  to  the  deadly  disease  — the  vaccine 
worked.'"* 

Soon,  news  of  the  Jenner  vaccine  had  crossed 
the  Atlantic.  Benjamin  Waterhouse  (1754-1846), 
a Rhode  Island-born  physician,  was  one  of  the 
first  in  America  to  send  for  the  vaccine  and  pop- 
ularize it  among  his  colleagues.  In  July  18()0 
Waterhouse  performed  the  first  vaccination  in 
America,  on  his  son,  and  encouraged  the  Boston 
authorities  to  conduct  a public  experiment,  which 
was  successful.  He  also  sent  a pamphlet  and  a list 
of  his  cases  to  then  Vice  President  Thomas  Jef- 
ferson. Jefferson  enthusiastically  had  his  own 
family  vaccinated,  and  in  1801  as  President  wrote 
to  Jenner:  “Yours  is  the  comfortable  reflection 
that  mankind  can  never  forget  that  you  have 
lived;  future  generations  will  know  by  history 
only  that  the  loathsome  smallpox  existed.”"* 

Jefferson  was  too  optimistic;  the  public  ac- 
ceptance of  his  vaccine  was  not  so  easy.  During 
the  nineteenth  century,  some  European  coun- 
tries did  make  vaccination  compulsory:  Denmark 
in  1810,  Prussia  in  1835,  England  in  1853.  But 


in  the  United  Slates  it  was  not  through  federal 
policy,  but  the  choice  of  individual  communities 
that  vaccination  was  introduced.  With  the  ex- 
pansion of  American  elementary  and  secondary 
education  after  the  (avil  War,  and  the  coitipul- 
sory  attendance  of  young  children,  public  offi- 
cials found  that  one  of  the  most  effective  ways 
of  enforcing  vaccination  was  to  bar  any  child  f rom 
attending  ])ublic  school  without  j^roof  of  vacci- 
nation, tisually  a scar."’ 

Some  Americans,  however,  believed  that  corn- 
jjulsory  vaccination  was  dangerous,  ineffective, 
and  a violation  of  their  civil  rights.  In  the  late 
nineteenth  century  resisters  formed  influential 
Anti- Vaccination  societies,  and  tried  to  influence 
public-health  policy.  Even  with  the  popular  and 
medical  acceptance  of  the  germ  theory  of  disease, 
and  the  idea  that  specific  diseases  should  be 
treated  by  specific  remedies,  many  communities 
remainecl  suspicious  of  this  medical  technique. 

The  strength  of  this  resistance  can  be  seen  in 
the  example  of  Milwaukee,  in  the  1 890s  a rapidly 
industrializing  Midwestern  city,  and  the  home  of 
increasing  numbers  of  German  and  Polish  im- 
migrants who  lived  in  the  poorer  sections  of  the 
city’s  South  Side.  As  historian  Judith  Eeavitt  has 
shown,  immigrant  resistance  to  public-health 
policy  during  a smallpox  epidemic  in  1894  de- 
creased the  powers  of  the  city’s  public-health  de- 
partment. The  department  pursued  strict  and 
culturally  insensitive  policies  during  the  epi- 
demic, including  removing  children  believed  in- 
fected from  their  homes  to  the  city’s  Isolation 
Hospital,  and  a widespread  vaccination  cam- 
paign. Members  of  the  city’s  immigrant  com- 
munities were  outraged  at  what  they  believed  was 
an  attack  on  their  civil  rights  and  immigrant  cul- 
tures. 

Many  rejected  the  whole  idea  of  vaccination, 
seen  as  the  injection  of  a poison  into  the  body, 
or  that  a child  could  be  better  cared  for  in  a 
hospital  than  at  home.  They  were  quick  to  point 
out  that  if  the  city’s  smallpox  hospital  was  safe, 
then  why  was  it  built  in  the  heart  of  the  South 
Side?  When  a Health  Department  ambulance 
came  to  collect  a child  reported  to  have  the  dis- 
ease, angry  neighbors  threw  stones  and  scalding 
water  at  the  ambulance  horses,  and  women 
threatened  the  guards  with  “baseball  bats,  potato 
mashers,  clubs,  bed  slats  . . . and  butcher  knives.” 
The  ambulance  retreated.'’  By  the  end  of  the 
epidemic,  which  did  rage  more  fiercely  in  the 
South  Side,  the  city’s  health  commissioner  had 
been  impeached  and  the  department  lost  some 
of  its  police  powers,  which  it  never  regained. 
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Popular  suspicion  of  compulsory  vaccination 
lingered.  In  fact,  in  1896  on  the  hundredth  an- 
niversary of  Jenner’s  first  vaccination  attempt, 
the  English  county  of  Gloucestershire,  where  he 
had  practised,  experienced  its  most  severe  epi- 
demic of  smallpox.  As  late  as  1930,  the  United 
States  reported  forty-eight  thousand  smallpox 
cases.  But  by  1980  the  World  Health  Organiza- 
tion (WHO)  announced  that  smallpox  had  been 
eradicated.'®  It  was  an  uphill  battle,  for  the  suc- 
cess came  only  after  the  organization’s  third  in- 
ternational attempt.  Still,  the  results  of  WHO’s 
campaign  can  be  judged  by  the  fact  that  few  of 
the  students  who  graduated  from  college  in  1988, 
unlike  most  of  their  parents  and  teachers,  have 
smallpox  scars  on  their  arms. 

Social  and  Moral  Factors 

Our  definition  of  disease  today  is  a combination 
of  our  historical  experience  and  a shifting  sense 
of  what  can  be  investigated  and  achieved  through 
laboratory  research.  The  successes  that  scientific 
research  has  brought,  particularly  with  diseases 
such  as  diphtheria  and  poliomyelitis,  has  left  us 
with  a faith  in  immunological  therapy.  But  the 
past  also  suggests  that  the  way  to  deal  with  epi- 
demics such  as  plague,  cholera,  and  smallpox  may 
go  beyond  an  etiologic  approach.  These  diseases 
have  not  been  conquered  through  biomedical 
fixes  alone.  The  history  of  disease  is  intimately 
bound  up  with  social  and  moral  factors  — groups 
seen  as  marginal,  cultural  beliefs,  the  fear  of  in- 
dividuals and  communities,  the  question  of  civil 
rights.  AIDS  is  clearly,  though  not  only,  a “social 
disease,”  a disease  with  social  and  moral  as  well 
as  biological  dimensions.  Some  recent  commen- 
tators have  seen  AIDS  as  ajudgment  on  the  sex- 
ual promiscuity  of  modern  life,  and  reinter- 
preted homosexuality  as  itself  a virus  invading 
schools,  homes,  and  the  community  at  large. 
These  fears  and  associations  will  not  simply  dis- 
appear with  the  development  of  more  precise 
etiological  tests  and  therapies.  AIDS,  I would 
suggest,  will  be  most  fruitfully  conquered  when 
these  diverse  and  at  times  contradictory  aspects 
of  what  makes  up  a disease  are  integrated  into 
public  health  and  research  policy. 
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FOCUS  is  a unique,  physician-directed  center  that  helps 
patients  manage  their  chronic  pain,  disability  and  stress.  Every  one 
of  our  patients  receives  a personalized  program  developed  by  a team 
of  experts  from  a variety  of  disciplines. 

We  work  with  you  to  develop  programs  that  teach  patients 
physical  and  psychological  skills  to  reduce  pain  and  promote  overall 
better  health.  Our  services  include: 

• Biofeedback  training. 

• Pyschological  testing  and  counseling. 

• Nursing  evaluation. 

• Physical  therapy. 

• Occupational  therapy. 

• Medical  evaluation. 

In  addition,  our  services  are  augmented  by  a complete 
educational  program  featuring  classes  in  nutrition,  relaxation,  family 
function  and  pain,  psychology  of  stress,  depression  of  illness,  exercise 
and  fitness,  biology  of  stress  management,  chemical  dependency, 
imagery,  and  back  care. 

We'll  be  pleased  to  arrange  a personal  tour  of  our  facility  for 
you  or  a member  of  your  staff.  We  offer  free  introductory  sessions  for 
your  patients  as  well.  Please  give  us  a call  if  you  need  additional 
information.  We  look  forward  to  working  with  you. 
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Therapeutic  Endoscopy  of  the  Biliary  Tract 

Techniques  Have  Been  Developed  for  Management  of  a Wide  Variety  of  Problems 


Edward  R.  Feller,  MD 


Endoscopic  retrograde  cholangiopancreatogra- 
phy (ERCP)  involving  duodenoscopy  with  can- 
nulation  of  the  ampulla  of  Vater  and  injection 
of  contrast  dye  into  the  pancreatic  and  biliary 
ducts  has  widespread  use  in  the  diagnosis  of  pan- 
creatic and  biliary  disorders.  In  recent  years  en- 
doscopic techniques  have  been  developed  facil- 
itating effective  non-operative  management  of  a 
wide  variety  of  problems  including  common  bile 
duct  stones,  benign  biliary  strictures  and  malig- 
nant strictures  of  the  biliary  tract.  This  review 
outlines  the  scope  and  nature  of  endoscopic 
treatment  of  biliary  disease. 

Endoscopic  Sphincterotomy 

Retained  or  recurrent  common  bile  duct  stones 
after  cholecystectomy  occur  in  five  to  ten  per  cent 
of  patients  in  large  series. Endoscopic  sphinc- 
terotomy (ES)  compares  favorably  with  operative 
management  for  gravely  ill,  elderly  and  other 
high  risk  individuals  with  common  bile  duct  stones 
after  cholecystectomy.  This  technique  involves 
direct  per-oral  cholangiography  via  a lateral 
viewing  endoscope  utilizing  a wire-containing 
cannula  through  which  electrocautery  current  is 
applied.^  Once  stones  are  documented  by  direct 
dye  injection  using  a cannula,  the  electrified  wire- 
containing  papillotome  is  placed  in  the  duct.  After 
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confirming  position  of  the  wire  fluroscopically, 
current  is  applied  and  a controlled  incision  is 
made,  transecting  the  intra-mural  sphincter  (Fig 
1).  An  incision  of  0.5  to  1.5  centimeters  is  made 
depending  on  configuration  of  the  ampulla  and 
the  size  of  the  stone.  Most  stones  less  than  one 
centimeter  in  diameter  pass  spontaneously;  larger 
calculi  may  need  to  be  extracted  via  a balloon- 
tipped  catheter  passed  above  the  stone,  inflated, 
and  then  withdrawn.  Success  rates  in  large  series 
range  from  85  to  90  per  cent  with  a 5 to  10  per 
cent  complication  rate  including  pancreatitis, 
cholangitis,  duodenal  perforation,  and  bleed- 
ing.^ Procedure  related  mortality  is  in  the  range 
of  one  per  cent.  The  major  technical  problem 
limiting  success  involves  very  large  stones  which 
cannot  be  extracted  endoscopically.  Contraindi- 
cations to  ES  include  severe  coagulation  defects, 
long  stricture  of  the  common  bile  duct  for  which 
the  risk  of  perforation  is  high,  and  uncertainty 
of  periampullary  anatomy  precluding  proper 
sphincterotome  positioning. 

Indications  for  endoscopic  sphincterotomy 
have  been  extended  to  include  common-bile-duct 
stones  with  the  gallbladder  in  situ  in  high-risk 
patients.  Collected  series  suggest  that  the  risk  of 
future  cholecystectomy  for  recurrent  biliary 
stones  is  10  to  15  per  cent  with  a mean  follow- 
up of  1 to  6 years.^  ’ In  a large  retrospective  series 
of  1272  patients  from  several  centers,  108  of  1272 
patients  required  cholecystectomy  within  three 
years  of  ES  because  of  recurrent  biliary  symp- 
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Fig  1 . The  ampulla  with  sphincterotome  wire  in  position 
prior  to  endoscopic  sphincterotomy. 


toms.®  Most  recurrent  problems  occur  in  patients 
having  stones  in  the  gallbladder  at  the  time  of 
sphincterotomy  or  a non-filling  gallbladder  with 
dye  injection  via  ERCP.  Other  indications  for  ES 
(Table  1)  include  ampullary  stenosis,  dyskinesia 
of  the  bile  duct,  and  dyskinesia  of  the  sphincter 
of  Oddi,  ES  is  also  indicated  in  post  cholecystec- 
tomy patients  with  a T-tube  in  place  in  whom 
percutaneous  extraction  has  failed  or  in  whom  a 
delay  to  allow  the  tract  to  mature  is  not  appro- 
priate clinically.  It  is  also  indicated  in  occasional 
patients  with  a malignant  ampullary  tumor  to 
provide  relief  of  jaundice  by  enlarging  the  am- 
pullary orifice. 

Early  experience  with  diagnostic  ERCP  sug- 
gested a high  complication  rate  when  the  pro- 
cedure was  done  early  in  the  course  of  acute 
inflammation  in  patients  with  pancreatitis.  How- 
ever, recent  studies  in  severe  pancreatitis  sug- 
gests that  urgent  ERCP  performed  within  48 
hours  of  onset  of  an  attack  in  patients  at  high 
risk  for  having  common-duct  stones  may  identify 
a group  in  whom  sphincterotomy  and  removal 
of  impacted  stones  may  affect  the  clinical  course 
beneficially.®  In  a recent  controlled  trial  of  ur- 
gent sphincterotomy  versus  consecutive  treat- 


Table  1.  Endoscopic  Sphincterotomy  — Indications 

Retained  or  recurrent  stones  post  cholecystectomy 

Common  duct  stones  in  high  risk  patients  with  gallbladder 
in  situ 

Urgent  treatment  of  acute  gallstone  pancreatitis 
Stenosis  of  the  ampulla  of  Vater 
Preparation  for  placement  of  biliary  endoprosthesis 
Ampullary  tumors  in  poor  risk  surgical  candidates 
Dyskinesia  of  the  sphincter  of  Oddi 


merit  for  acute  gallstone  pancreatitis,  there  were 
fewer  complications  in  the  59  patients  who 
underwent  ERCP  ES  than  among  the  63  treated 
conventionally.^  Hospital  stay  was  als(*  shorter 
for  the  endoscopically-treated  group.  The  dif- 
ficulty lies  in  selecting  patients  with  acute  pan- 
creatitis who  would  benefit  from  urgent  biliary 
decompression  and  determining  whether  such 
an  aggressive  approach  contributes  to  decreased 
morbidity  and  mortality. 

Nasobiliary  Catheters  (NBC) 

Temporary  decompression  of  the  biliary  tract 
may  be  accomplished  by  placing  a NBC  above  a 
common-bile-duct  stone  or  biliary  stricture.  NBCs 
are  long  polyethylene  tubes  one  end  of  which  is 
positioned  inside  the  biliary  tract  while  the  other 
end  exits  through  the  duodenum  and  out  the 
nostril  with  connection  to  a biliary  drainage  bag.“^ 
If  endoscopic  sphincterotomy  is  unsuccessful  in 
clearing  the  bile  duct  of  stones,  an  NBC  may  be 
placed  to  reduce  the  risk  of  stone  impaction  at 
the  ampulla  and  maintain  biliary  drainage.  This 
maneuver  prevents  impaction  while  the  feasibil- 
ity of  further  attempts  at  stone  extraction  are 
assessed  either  by  extending  the  sphincterotomy 
incision  at  a later  date  or  by  a surgical  approach. 
In  addition,  NBC  provides  access  for  perfusion 
of  the  duct  with  a stone  dissolving  agent  such  as 
monooctanoic  acid.  This  agent  has  a success  rate 
of  30  to  40  per  cent  over  an  interval  of  7 to  14 
days  in  stone  dissolution.''  NBCs  have  also  been 
utilized  for  preoperative  decompression  in  pa- 
tients with  extrahepatic  biliary  obstruction  prior 
to  surgery,  as  well  as  to  allow  access  for  intra- 
luminal radiation  therapy  in  malignant  tumors 
of  the  bile  duct. 

Biliary  Endoprosthesis 

The  one  year  survival  rate  of  pancreatic  cancer 
is  10  to  20  per  cent  in  large  series.'^  Eorty  to  70 
per  cent  of  these  patients  will  develop  obstructive 
jaundice.  Stents  or  endoprostheses  placed  endo- 
scopically  offer  reliable  low-risk  decompression 
of  the  biliary  tract  in  patients  with  unresectable 
tumors  of  the  pancreas  and  extra-hepatic  biliary 
tree.  In  this  technique,  a diagnostic  cholangio- 
gram  is  obtained  via  a cannula  in  the  common 
bile  duct.  A 300  centimeter-long  Teflon®  coated 
guide  wire  is  passed  through  the  cannula  beyond 
the  tumor.  The  catheter  is  then  withdrawn  while 
the  guide  wire  is  advanced  under  fluroscopic 
control.  A stent  is  then  advanced  over  the  guide 
wire  via  a pushing  tube.  Placement  across  the 
stricture  is  confirmed,  after  which  the  guide  wire 
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Fig  2.  An  endoprosthesis  is  in  place,  bridging  a malig- 
nant bile-duct  tumor. 


and  pushing  tube  are  removed,  leaving  the  stent 
in  place  (Fig  2). 

Endoscopic  placement  of  a stent  is  less  trau- 
matic than  a percutaneous  approach  and  has  the 
advantage  of  increased  ease  of  changing  equip- 
ment if  clogging  or  dislodgement  occurs.^  Fur- 
ther, failure  to  place  the  stent  via  the  percuta- 
neous route  may  result  in  an  external  biliary 
fistula  or  bile  leak,  while  failure  to  place  an  en- 
doscopic stent  generally  does  not  create  new 
problems.  Endoscopic  stents  are  a cost-effective 
alternative  to  surgical  bypass  procedures  for  pal- 
liation. In  a recent  uncontrolled  restrospective 
review  of  non-operative  vs  operative  biliary  by- 
pass in  64  patients  with  pancreatic  carcinoma,'^ 
mortality  and  morbidity  were  similar,  though  the 
non-operative  endoscopically-treated  groups 
were  older  with  a decreased  preoperative  per- 
formance status.  This  study  utilized  smaller  stents 
than  are  currently  employed,  so  that  subsequent 
problems  with  stent  clogging  and  cholangitis  or 
recurrent  jaundice  would  be  expected  to  be  more 
common  than  with  the  currently  utilized  larger 
endoprostheses.  Other  uses  of  endoscopic  stents 
include  postoperative  strictures,  sclerosing  cho- 
langitis and  biliary  fistulae  (Table  2).  Recent  ex- 
perience has  also  suggested  that  very  large  com- 
mon duct  stones  in  high-risk  patients  may  be  left 
in  situ  if  a stent  is  passed  endoscopically  above 
the  stone  with  the  proximal  end  in  the  duo- 
denum. In  one  series  of  17  high-risk  patients 
followed  for  a mean  of  39  months,  only  two  of 
17  patients  (12  per  cent)  required  surgery  for 
biliary  sepsis.'"*  The  stent  acts  as  a wick,  and  clog- 
ging is  not  a major  concern,  since  the  bile  can 
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still  drain  effectively  around  the  stent.  Successful 
stent  replacement  has  been  reported  in  80  to  90 
per  cent  of  patients  in  large  series.*  '^  Larger  stents 
(up  to  12  French)  may  require  a small  sphinc- 
terotomy prior  to  stent  placement.  Complications 
of  stent  placement  include  those  associated  with 
endoscopic  sphincterotomy  or  problems  peculiar 
to  endoprostheses.  Cholangitis  is  possible,  espe- 
cially if  the  stent  placement  is  improper  and  ad- 
equate drainage  is  not  achieved.  Most  commonly, 
delayed  complications  include  recurrent  jaun- 
dice or  cholangitis,  both  of  which  can  generally 
be  managed  by  endoscopic  stent  replacement. 
Rarely,  a stent  may  erode  into  the  wall  of  the 
duodenum  producing  bleeding  of  duodenal  per- 
foration. Periodic  replacement  of  a stent  de- 
pending on  the  size  of  the  stent  or  the  nature  of 
the  underlying  obstruction  may  obviate  some  of 
these  potential  complications. 


Table  2.  Biliary  Stents  — Indications 

Palliation  of  malignant  obstruction 
Benign  biliary  stricture 
Sclerosing  cholangitis 

Common-duct  stones  in  high  operative-risk  patients 
following  failed  stone  extraction 

Biliary  fistulas 


Balloon  Dilatation 

Angiographic  Gruntzig-type  balloons  have  been 
adapted  to  use  in  the  treatment  of  biliary  tract 
strictures.  Indications  for  manometrically-con- 
trolled  endoscopic  balloon  dilatation  include 
management  of  postoperative  strictures,  domi- 
nant strictures  in  sclerosing  cholangitis,  and  am- 
pullary  stenosis.  Small  common-bile-duct  stones 
may  at  times  be  removed  without  sphincterotomy 
by  dilating  the  ampulla  of  Vater  with  a balloon 
and  allowing  the  stones  to  pass  spontaneously  or 
via  extraction  with  a balloon  catheter.  Balloon 
dilatation  may  also  be  useful  in  malignant  stric- 
tures to  facilitate  passage  of  large-caliber  endo- 
prosthesis. 

Future  Directions 

Equipment  refinement  and  technological  ad- 
vances are  widening  the  clinical  utility  and  spec- 
trum of  endoscopic  biliary  therapy.  Current  fo- 
cus of  interest  is  on  more  effective  crushing 
baskets  to  fragment  large  stones,  better  chemical 
stone-dissolving  agents,  electrohydraulic  litho- 
tripsy to  crush  stones  with  shock  waves  via  an 
endoscopic  cannula,  and  improved  endoscopes. 
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Limitations  of  current  (fata  include  the  absence 
of  randomized  controlled  trials  comparing  en- 
doscopic management  with  alternative  therapies. 
A wide  range  of  technical  expertise  and  rapidly 
changing  equipment  and  technology  also  make 
comparison  difficult. 
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^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  However, 
because  of  the  potential  of  CARAEATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAEATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  cntical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
dmg-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted 

Pregnaixy  Teratogenic  effects.  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  dnjg  should  be  used  dunng  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastnc  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  expenence  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  wrth  sucralfate  may  occur  dunng  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (suaalfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewrtz  D:  J Clin  Gastroenterol  1 987;9(4):395-399 
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Carafate"  for  the 
ulcer-prone  NSAID  patient 


I 

i 

i 

I 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy  Carafate  rebuilds  mucosal 


defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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MEDICAL  PROFILE  NO.  5 


ARMY  RESERVE 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surger^ 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Eariy  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


#/  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
ejSicient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.i.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Computerizing  doesn’t 
have  to  be  risky,  or 
expensive! 

We’ve  developed  a library  of  proven, 
nationally  marketed  medical  billing/office 
management  software. 

From  the  single  provider  practice,  to 
the  large  multi-specialty  clinics,  our  cus- 
tomers computerize  with  confidence. 

We  don’t  sell  a software  product  un- 
less it  meets  our  standards  and  a mini- 
mum requirement  of  1,000  successful! 
medical  installations. 

Call  New  England’s  fastest  growing 
health  care  computer  company  for  pricing 
information  and  a free  video  tape 
demonstration. 

G Barry  & Associates,  Inc. 
(401)  331-9770 


iviapms  = 


SUNSPACE  CENTERS  - INC- 


RELIEF. 


...FORM OVER-STRESSED  WORLD. 

Hot  Tubs,  Spas  & Jetted  Baths  by  Coleman. 

• Full  financing  available. 

• Prices  and  Models  to  match  any  budget. 

• Free  delivery. 

VISIT  OUR  COMPLETE  SHOWROOM! 


1683  Fall  River  Avenue,  RT  6,  Seekonk,  MA 


RI  1-800-992-6535  508-336-4770  MA  1-800-962-2690 


Monday  thru  Friday  8-5PM  — Thursday  til  8PM  — Saturday  10-2PM 


MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8;30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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PERIPATETICS 


The  American  Society  of  Echocardiography 
elected  Dr  Alfred  F.  Parisi,  Chief  of  Cardiology 
at  Miriam  and  Roger  Williams  Hospitals,  as  its 
president  for  1989-90. 

• • • 

Assistant  Professor  of  Medicine  at  Brown  and 
Miriam  Hospital,  Dr  Peter  M.  Wiest  has  received 
a five  year  National  Institutes  of  Health  Physi- 
cian/Scientist Award  for  the  study  of  schistoso- 
miasis. The  research  will  be  conducted  with  sev- 
eral investigators  at  Brown. 

• • • 

Dr  James  P.  Crowley,  Associate  Director,  Divi- 
sion of  Clinical  Hematology  at  Rhode  Island 
Hospital  and  Associate  Professor  of  Medicine  at 
Brown  University,  was  recently  certified  in  Di- 
agnostic Laboratory  Immunology  by  the  Amer- 
ican Board  of  Internal  Medicine  and  the  Amer- 
ican Board  of  Pediatrics. 

• • • 

Memorial  Hospital  of  Rhode  Island  recently  ap- 
pointed Dr  Howard  G.  Dubin,  Clinical  Assistant 
Professor  of  Medicine  at  Brown  University,  as 
Director  of  the  Intensive  Care  Unit. 

• • • 

The  American  Federation  for  Clinical  Research 
has  elected  Dr  Paul  D.  Levinson,  endocrinologist 
at  Memorial  Hospital  of  Rhode  Island,  to  a three- 
year-term  as  Eastern  Section  Councilor. 

• • • 

Memorial  Hospital  of  Rhode  Island  has  an- 
nounced the  appointments  of  Dr  Andrew  R. 
Hordes  as  staff  cardiologist  to  the  department  of 
medicine  and  Dr  Paul  Rehkopf  to  the  staff  of 
the  emergency  department. 

• • • 

The  American  Cancer  Society,  Rhode  Island  Di- 
vision, held  its  annual  meeting  in  Newport  and 
presented  Dr  A.  Sattar  Memon,  Assistant  Clinical 
Professor  of  Medicine  at  Brown  University,  with 
the  1988  Public  Education  Life  Saver,  Hall  of 
Fame  Award  for  exemplary  volunteer  services. 


Radiologic  Case  of  the  Month 

(answer  on  page  113) 


A middle  aged  man  comes  to  the  Emergency 
Room  complaining  of  pain  in  one  knee. 


I 
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CLINICAL  NETWORK 


The  Margin  of  Difference  in 


Home 


IV  ANTIBIOTICS.  CHEMOTHEFUPY,  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
I THERAPIES 

I CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


Infusion  Therapy 

OUR  PEOPLE  At  Clinical  IV  NetworK  people  are  our  major 
resource.  Our  pharmacists  and  nursing  staff  are  highly 
qualified,  fully  accredited  professionals  with  the  experience 
required  to  deliver  a full  range  of  home  infusion  therapies. 

OUR  UNMATCHED  FACILITIES  We  prepare  medications 
and  solutions  in  our  IV  lab  which  has  been  tested  and  certified 
as  a Class  1000  Clean  Room.  Our  lab  is  the  only  one  of  its  kind 
in  Rhode  Island  to  meet  these  high,  quality  assurance 
standards. 

OUR  COMMITMENT  Home  infusion  therapy  requires  a 
special  kind  of  commitment ...  a commitment  to  maintain  a 
high  level  of  professional  care,  without  compromise.  By 
scrupulously  maintaining  the  physician's  treatment  plan. 
Clinical  IV  Network  is  committed  to  earning  the  trust  and 
confidence  of  physicians  and  patients  alike. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 


! 


"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Service 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 

Education 


mk 
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Recent  Abstracts  of  Interest 


Ultrasound  May  Be  Useful  in  Diagnosing 
Alternative  Conditions  in  Suspected  Acute 
Appendicitis 

Two  hundred  ninety-seven  patients  underwent 
real-time  sonography  for  clinically  suspected 
acute  pancreatitis.  The  study  population  in- 
cluded the  174  patients  in  this  group  who  proved 
not  to  have  acute  appendicitis.  In  this  group,  53 
per  cent  were  ultimately  discharged  with  a di- 
agnosis of  abdominal  pain  of  unknown  origin. 
Of  the  remaining  8 1 patients  in  whom  a specific 
diagnosis  was  established,  sonogaphy  suggested 
the  correct  diagnosis  in  57  patients  (70  per  cent). 
Sonographic  diagnosis  was  correct  in  21  of  the 
28  patients  with  pelvic  inflammatory  disease,  in 
12  of  the  14  patients  with  ovarian  cysts,  and  both 
patients  with  uterine  myomas.  In  18  of  the  22 
patients  with  visceral  abnormalities,  including 
those  of  hollow  viscera  and  liver,  pancreas,  or 
spleen,  ultrasound  suggested  the  correct  diag- 
nosis. These  patients  had  unsuspected  small  bowel 
obstruction  diagnosed  by  detection  of  dilated 
fluid  filled  loops;  two  cases  of  diverticulitis  were 
diagnosed  on  the  basis  of  wall  thickening  of  the 
cecum,  while  terminal  ileal  thickening  was  pres- 
ent in  three  patients  with  infectious  enteritis.  In 
addition,  detection  of  peritoneal  fluid  collections 
was  found  in  three  cases  of  spontaneous  bacterial 
peritonitis.  Ultrasound  was  also  useful  in  detect- 
ing unsuspected  urinary  tract  stones  and  peri- 
renal hematoma  in  three  and  one  patient  re- 
spectively. 

Sonography  is  useful  in  the  differential  diag- 
nosis of  acute  appendicitis  only  when  clinical  data 
is  equivocal,  thus  the  group  of  patients  undergo- 
ing ultrasound  is  a skewed  selected  population. 
CT  scanning  has  also  been  utilized  in  differential 
diagnostic  problems  of  right  lower  quadrant  pain. 
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and  no  comparative  study  of  sonography  and  CT 
has  been  done  in  this  group  of  patients.  This 
study  suggests  that  in  patients  with  suspected 
acute  appendicitis  with  atypical  symptoms,  per- 
haps only  remotely  suggestive  of  appendicitis, 
that  sonography  is  frequently  of  value  in  estab- 
lishing alternative  diagnoses. 

Gaensler  E.H.L.,  Jeffrey  R.B.,  Jr.,  Laiiig  F.CE,  Townsend  R.R.  Son- 
ography in  patients  with  suspected  acute  appendicitis:  Value  in 
establishing  alternative  diagnoses.  American  Journal  of  Roentgenology 
152:49-51.  1989. 


Patient  History  May  Be  Unreliable  in 
Assessing  the  Possibility  of  Pregnancy 

Liberal  use  of  tests  for  pregnancy  has  been  ad- 
vocated because  of  the  contention  that  in  emer- 
gency departments  patient  history  may  be  an  un- 
reliable method  of  excluding  pregnancy.  This  is 
a prospective  study  of  208  patients  seen  in  three 
Lhiiversity-affiliated  emergency  departments  in 
whom  a qualitative  serum  beta-HCG  determi- 
nation was  performed.  The  main  indication  for 
ordering  a pregnancy  test  was  abdominal  pain  in 
138  patients,  either  alone  or  associated  with  gy- 
necologic symptoms,  such  as  vaginal  bleeding  or 
discharge.  A smaller  number  of  patients  pre- 
sented with  specific  concern  about  the  possibility 
of  pregnancy  or  simple  syncope  or  dizziness. 
Three  historical  variables  were  statistically  less 
likely  to  be  associated  with  pregnancy  — last 
menstrual  period  that  was  on  time,  the  patient’s 
subjective  impression  that  she  was  not  pregnant, 
and  the  patient’s  statement  that  there  was  no 
chance  she  could  be  pregnant.  However,  the 
combination  of  an  on  time  and  normal  last  men- 
strual period  was  associated  with  a 10  per  cent 
chance  of  pregnancy,  while  the  combination  of 
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a last  mensti  ual  j)ei  io(l  on  time  and  noi  inal  and 
})atient  slating  tliat  there  was  no  chance  slie  coidd 
he  pregnant  was  associated  witli  a 7 j^er  cent 
chance  ol  l)eing  piegnant.  In  this  study,  13.7  j)er 
cent  of  patients  using  regular  hirth  control  had 
positive  heta-H(Xi  tests  compared  to  38.9  j)er 
cent  who  used  no  hirth  control.  This  study  sup- 
ports the  liberal  use  ol  pregnancy  tests  in  emer- 
gency departments,  despite  the  absence  of  his- 
torical data  suggesting  j)regnancy.  This  is  a study 
from  three  large  city  hospitals  in  Camden,  New 
Jersey  and  Philadelphia,  Pennsylvania,  in  which 
such  potential  confounding  variables,  as  age,  lan- 
guage harrier,  socioeconomic  group,  as  well  as 
components  involving  the  physical  examination, 
were  not  assessed. 

Ramoska  E.A.,  Sacdietti  M.D.,  Nepp  M.  Reliability  of  patient  liis- 
torv  in  determining  tlie  possibility  of  pregnancy,  d/ttiafc  of  Emergency 
Medicine  18:48-50,  1989. 


Cancer  Patients  Commonly  Have  an 
Identifiable  Cause  for  Muscle  Cramps 

Fifty  cancer  patients  with  new  complaints  of  lo- 
calized painful  involuntary  muscle  contractions 
were  prospectively  evaluated.  The  underlying  tu- 
mors included  40  solid,  7 lymphoreticular,  and 
3 primary  central  nervous  system  tumors.  Thirty- 
two  of  fifty  patients  reported  onset  which  was 
acute  (less  than  3 months  duration).  Forty-six 
percent  of  patients  reported  numerous  attacks 
per  day  equally  affecting  the  upper  and  lower 
extremities  or  both.  In  41  patients  (82  per  cent), 
a specific  neurological,  muscular,  or  biochemical 
abnormality  was  identified  as  the  likely  cause. 
Peripheral  neuropathy  accounted  for  cramps  in 
22  patients,  and  nerve  root  or  plexus  pathology 
was  responsible  in  17  patients;  in  18  per  cent  no 
cause  was  discovered.  In  14  patients,  cramps  were 
thought  to  be  a complication  of  malignancy,  in- 
cluding leptomeningeal  metastasis  in  (9,  epidural 
root  compression  in  3,  brachial  plexus  compres- 
sion in  one,  and  a paranea  plastic  syndrome  in 
4.  A complication  of  therapy  was  implicated  in 
2 1 patients,  including  chemotherapy  induced  pe- 
ripheral neuropathy  in  16  and  radiation  injury 
in  3.  Hypomagnesemia  accounted  for  muscle 
cramps  in  only  one  patient. 

In  healthy  individuals,  often  no  apparent  cause 
can  be  detected.  Symptoms  may  then  be  re- 
garded as  due  to  benign  muscle  cramps.  In  can- 
cer patients,  however,  muscle  cramps  are  fre- 
quently not  a benign  complaint  and  commonly 


mark  the  presence  of  an  identifiable  neurologic 
disorder. 

.Steiner  1.,  Siegal  I'.,  Muscle  Cramps  in  Cancer  Patients.  Cancer 
68:574-577,  1989. 


An  Optimistic  Assessment  of  Surgical 
Excision  of  Multiple  Liver  Metastases 

Fhe  median  survival  of  untreated  patients  with 
hepatic  metastasis  ranges  from  three  to  nine 
months.  Resection  of  solitary  hepatic  metastasis 
has  been  associated  with  a five-year  survival  of 
20  to  30  per  cent,  but  multiple  hepatic  metastases 
are  often  ignored  surgically.  Fhis  study  rejiorts 
98  patients  with  one  or  more  hepatic  metastases 
who  underwent  surgical  resection;  66  had  more 
than  one  lesion.  Ninety-one  of  98  were  alive  at 
12  months,  50  of  71  at  13  to  24  months.  Of  the 
98,  19  were  reoperated  upon  with  a rising  CEA 
level  as  the  only  indicator,  while  66  had  a positive 
CT  scan  of  the  liver.  Of  the  98,  59  had  resection 
of  metastasis  outside  the  liver,  as  well.  When  four 
more  lesions  were  removed,  hepatic  artery  and 
portal  vein  catheters  were  placed  in  the  gastroe- 
piploic artery  and  vein  for  chemotherapy  deliv- 
ery. 

This  study  suggests  that  an  aggressive  ap- 
proach is  warranted  in  some  patients  with  mul- 
tiple hepatic  metastases  from  colon  cancer.  How- 
ever, other  studies  have  reported  less  favorable 
results,  as  well  as  implicating  other  factors  influ- 
encing survival.  The  factors  potentially  associ- 
ated with  a more  favorable  course  are  well  dif- 
ferentiated as  opposed  to  poorly  differentiated 
tumors,  earlier  stage  of  the  primary  tumor  in- 
dependent of  the  presence  of  liver  metastases, 
and  absence  of  concurrent  extrahepatic  metas- 
tases. The  number  of  lesions  may  not  accurately 
reflect  the  extent  of  liver  involvement.  This  study 
does  support  the  importance  of  adequate  tumor- 
free  resection  margins. 

Minton  J.P.,  Hamilton  W.B.,  Sardi  A.,  Nieroda  C.,  Sicle-Santanello 
B.,  O'Dwyer  P.J.,  Results  of  surgical  excision  of  one  to  thirteen 
hepatic  metastases  in  ninety-eight  consecutive  patients.  Archives  of 
Surgery  124:46-48,  1989. 

Edited  by  Edward  R.  Eeller,  MD 
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WARWICK  NECK 

RESPLENDENT  WATERFRONT  RESIDENCE 
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K-»URW 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  lamilial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  lor  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g, , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  Is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval),  Late  manifestations  Include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 

Treatment  measures  for  hyperkalemia  include  the  following: 

1,  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Information  for  Authors 

Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  copy  (not 
all  capitals)  on  SVixl  1 inch  firm  typewriter  paper,  aouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 V2  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  typographic  monotony  of  the  text.  Pages 
must  be  numbered  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  All  manuscripts  must  include  a title  page  which 
details  the  following  information:  (1)  a brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD,  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialty,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  address  of  principal  author;  and  (5)  office  telephone 
number  of  principal  author. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  bv  handwriting  or  excessive  handling 
will  not  be  accepted.  T^he  figure  number,  indication  of  the 
tem,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (IO6  copies  minimum  order)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botn  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  by  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 


THE  CERVICAL  CAP: 

A PROVIDER’S  PERSPECTIVE 

A complete  training  program  for  women's 
health  care  providers  wishing  to  fit  the  "Cap." 

This  day-long  session  includes: 

• The  didactic  and  clinical  experience  required 
to  prescribe  caps. 

• Comprehensive  cervical  cap  information: 

history  through  present  day  status. 

• FDA  guidelines,  recommendations  and  fitting 
protocol. 

• Cervical  cap  fitting  set,  book,  and  notebook. 

• The  experiences  of  the  RlWHC  — the  only 

FDA/IDE  study  participants  in  Rl  since  1981. 

For  detailed  information  brochure  and 
registration,  write  or  call: 

SOUTHERN  NEW  ENGLAND 
CERVICAL  CAP  RESOURCE  CENTER 
Rl  WOMEN’S  HEALTH  COLLECTIVE 

50  Rounds  Avenue 
Providence,  Rl  02907 
401-461-0280 


Answer  to  Radiologic  Case  of  the  Alonth 
(from  page  107) 

Calcium  pyrophosphate  and  occasionally  calcium 
oxalate  crystals  can  deposit  in  menisci  and  artic- 
ular cartilage  as  linear  calcifications  as  seen  in 
the  joint  space  in  this  patient  with  chrondrocal- 
cinosis.  Crystals  can  deposit  in  any  Joint.  Knees, 
wrists,  and  metacarpophalangeal  joints  are  most 
commonly  involved.  Acute  attacks  of  crystal  as- 
sociated arthritis  may  mimic  gout  and  are  termed 
pseudogout. 

Calcium  pyrophosphate  deposition  has  been 
associated  with  hyperparathyroidism,  hemo- 
chromatosis, myxedema,  ochronosis,  hypomag- 
nesemia, and  Wilson’s  disease,  as  well  as  being  at 
times  present  in  both  osteoarthritis  or  rheuma- 
toid arthritis.  Linear  calcifications  are  readily  seen 
on  roentgenograms;  aspiration  of  synovial  fluid 
yields  weakly  positively  birefringent  crystals. 
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WHO  IS  BEST  QUALIFIED, 
AND  WHO  CAN  BEST  BE  TRUSTED 
TO  KNOWLEDGEABLY  PROTECT 
THE  RHODE  ISLAND  PHYSICIAN 


For  more  than  100  years,  the  insurance  professionals  at  Starkweather  & Shepley, 
Inc.,  have  been  protecting  Rhode  Island  physicians,  hospitals  and  group 
practices. 

Starkweather  & Shepley,  Inc.  has  a staff  of  experienced  underwriters  for  the 
medical  profession  and  a fulltime  claims  department,  assuring  quick  response  to 
critical  needs. 

Together,  these  insurance  professionals  have  many  years  of  experience  in 
handling  medical  malpractice  insurance,  hospitals  and  group  practices . . . and  the 
problems  unique  to  the  medical  community. 

They  are,  quite  simply,  the  best  in  the  field. 

THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE  AND  SERVICE 


STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 

it 


/ 

J 

Experience  counts 


Pulvules 
250  mg 


t:efoclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  resoiratofy  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae.  and 
Streptococcus  pyoget)es  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  BE  administered  cautiously  to  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  eyent  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 
Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever]  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  repotted 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and.  rarely,  thrombocytopenia 

Abrormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly]  loeioasu 

Additiortal  informatiort  available  from  Rv  2351  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


B 1988.  ELI  LILLY  AND  COMPANY  CR-5012-B-849346 


VERA  CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 
carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 

new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  the  commemo- 
rative stone  has  suffered  from 
severe  erosion  and  deface- 
ment, the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Service.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physicians  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carving  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes,  I want  to  affirm  my  commitment 
to  health  and  medicine  in  America. 
Please  accept  my  contribution  for: 

Other 

$100 

$50 

$25 

Please  make  checks  payable  to: 

AMA  Stone/National  Park  Service. 
Mail  your  payment  with  this  form  to: 
AMA  Stone/National  Park  Service 
PO.  Box  109016 
Chicago,  Illinois  60610-9016 


Name 


Address 


Ciry/State/Zip 

All  donations  are  tax  deductible.  All  contributions  will  be  publicly  recognized  in  an 
unveiling  ceremony  for  the  new  stone  when  it  is  fully  restored. 

Thank  you  for  your  contribution. 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 
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Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Infusion 

Options: 
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WHO  IS  BEST  QUAUnED, 
AND  WHO  CAN  BEST  BE  TRUSTED 
TO  KNOWLEDGEABLY  PROTECT 
THE  RHODE  ISLAND  PHYSICIAN 


For  more  than  100  years,  the  insurance  professionals  at  Starkweather  & Shepley, 
Inc.,  have  been  protecting  Rhode  Island  physicians,  hospitals  and  group 
practices. 

Starkweather  & Shepley,  Inc.  has  a staff  of  experienced  underwriters  for  the 
medical  profession  and  a fulltime  claims  department,  assuring  quick  response  to 
critical  needs. 

Together,  these  insurance  professionals  have  many  years  of  experience  in 
handling  medical  malpractice  insurance,  hospitals  and  group  practices . . . and  the 
problems  unique  to  the  medical  community. 

They  are,  quite  simply,  the  best  in  the  field. 

THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE  AND  SERVICE 


STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 

INSifRANCE  SINCE  1879 
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We’ve  been  putting  the 
right  pictures  and  the  right  frames 
together  for  over  100  years. 

PROVIDENCE  PICTURE  FRAME  CO. 
DRYDEN  GALLERIES,  LTD. 

Rte.  95;  Exit  24;  Branch  Avenue,  Behind  Benny's 


CLINICAL  NETWORK 


The  Margin  of  Difference  in 
Home  Infusion  Therapy 

OUR  PEOPLE  At  Clinical  IV  NetworK  people  are  our  major 
resource.  Our  pharmacists  and  nursing  staff  are  highly 
qualified,  fully  accredited  professionals  with  the  experience 
required  to  deliver  a full  range  of  home  infusion  therapies. 

OUR  UNMATCHED  FACILITIES  We  prepare  medications 
and  solutions  in  our  IV  lab  which  has  been  tested  and  certified 
as  a Class  1000  Clean  Room.  Our  lab  is  the  only  one  of  its  kind 
in  Rhode  Island  to  meet  these  high,  quality  assurance 
standards. 

OUR  COMMITMENT  Home  infusion  therapy  requires  a 
special  kind  of  commitment ...  a commitment  to  maintain  a 
high  ievel  of  professional  care,  without  compromise.  By 
scrupulously  maintaining  the  physician’s  treatment  plan. 
Clinical  IV  Network  is  committed  to  earning  the  trust  and 
confidence  of  physicians  and  patients  alike. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE,  R.I.  02903 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 
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EDITORIAL 


Diabetes  and  Pregnancy: 

The  Public  Health  Perspective 


In  Rhode  Island,  an  estimated  400  females  will 
develop  insulin  dependent  diabetes  by  age  20, 
and  annually,  an  estimated  500  women  between 
15-44  will  have  gestational  diabetes  (GDM).'  ^ As 
Drs  Quevedo  and  Coustan  point  out  in  their 
article,  the  incidence  of  major  defects  in  infants 
of  Type  I diabetic  mothers  is  several  times  that 
which  occurs  in  infants  of  non-diabetic  mothers. 
These  defects  occur  prior  to  the  seventh  week  of 
pregnancy  and  are  clearly  related  to  maternal  gly- 
cemic  control.  Although  malformations  are  not 
increased  in  infants  born  to  women  with  GDM, 
there  is  a higher  incidence  of  perinatal  morbidity 
in  these  babies. 

Reduction  of  fetal  malformations,  and  peri- 
natal morbidity  among  babies  born  to  women 
with  diabetes  is  a major  public  health  challenge, 
and  one  that  the  Centers  for  Disease  Control 
(GDC)  has  taken  seriously.  The  potential  to  re- 
duce perinatal  morbidity  and  mortality  by  early 
intervention  for  Type  I diabetic  women  planning 
to  become  pregnant,  and  by  early  indentification 
of  women  with  GDM,  cannot  be  overstated.  Ad- 
ditionally since  40-60  per  cent  of  women  with 
GDM  will  eventually  develop  Type  II  diabetes,^ 
identification  and  close  post-partum  and  long- 
term follow-up  of  these  women  presents  a golden 
opportunity  to  decrease  the  neurologic,  cardio- 
vascular, renal  and  ophthalmologic  complica- 
tions of  uncontrolled  Type  II  diabetes. 


In  order  to  address  their  concerns  regarding 
diabetes  and  pregnancy,  the  CDC  has  five  goals 
for  public  health  agencies:^ 

1.  To  ensure  screening  of  all  pregnant  women 
for  GDM. 

2.  To  ensure  preconception  identification  of  all 
diabetic  women  who  may  become  pregnant. 

3.  To  ensure  appropriate  care  for  pregnant  di- 
abetic women. 

4.  To  ensure  comprehensive  post-partum  care 
and  care  for  subsequent  pregnancies. 

5.  To  ensure  comprehensive  post-partum  and 
long-term  care  for  women  with  GDM  to  pre- 
vent long-term  complications  should  type  II 
diabetes  develop. 

To  address  the  goals  of  the  GDC,  the  Rhode 
Island  Health  Department  has  begun  discussion 
to  develop  a Diabetes  and  Pregnancy  Advisory 
Council  in  order  to  promote  professional  and 
public  awareness  of  the  importance  of  good  gly- 
cemic  control  prior  to  and  throughout  preg- 
nancy, and  the  importance  of  screening  for  GDM. 
The  suggestion  of  Drs  Quevedo  and  Coustan  to 
create  a voluntary  registry  of  diabetic  women  of 
child-bearing  age  is  excellent  and  the  Health  De- 
partment can  contribute  to  that  effort. 
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Since  low-income  pregnant  women  willi  dia- 
l)eles  are  at  even  gieatei  lisk,  two  Healtli  I)e- 
j)artment  piograms  targeting  low-income  preg- 
nant women  are  particularly  imj)oi  tant  resources 
lor  this  group.  The  Rite  Start  jrrograrrr  was  de- 
veloped to  irrrjrrove  pregrrarrcy  oulconre  hy  pro- 
vidirrg  cotrrpreherrsive  j>r  erratal  arrd  perirratal  car  e 
to  luritrsured  jrregrrairt  worrrerr  at  luttrrerous  sites 
throughout  the  State,  l ire  Wornetr  Iirlarrts  Chil- 
dren (WKi)  j)rogranr  provides  low-itrcome  preg- 
rrarrt  wornerr  and  trew  or  hreastfeedirrg  mothers 
with  rnrtritiorr  edircatiorr  arrd  financial  assistance 
to  purchase  rurtritioirs  foods  for  themselves  arrd 
their  childrerr  aged  five  years  or  younger. 

The  pregrrant  diabetic  woman  pr  esents  a ma- 
jor challerrge  for  both  the  public  and  private 
health  care  sectors.  Our  success  at  rneetirrg  this 
challenge  will  insure  the  health  and  well-being 
of  thousands  of  individuals  in  Rhode  Island  in 
the  years  to  come. 


Judith  Feldman,  MD,  MPH 

Chief,  Chronic  Disease 

Rhode  Island  Department  of  Health 


For  infoirnation  on  the  Rite  Start  program,  call  277- 
2312  or  1-800-346-1004.  Call  277-3940  or  1-800- 
WIC-RIDH  for  information  on  the  Women  Infants 
Children  program. 
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Abbreviations:  The  journal  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
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Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
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graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 
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Acute  Renal  Failure  in  Pregnancy 


Management  Depends  Upon  Cause,  But  Dialysis  May  Be  Necessary 


Douglas  Shemin,  MD 
Joseph  A.  Chazan,  MD,  FACP 


Acute  renal  failure  occurs  rarely  during  preg- 
nancy in  the  United  States;  recent  reviews  of  the 
topic  cite  an  incidence  of  between  1:5000  to 
1:20,000.'-^  Earlier  reviews,  published  in  the 
1950s  and  1960s,  report  a higher  incidence,  of 
approximately  l:1500d  Moreover,  these  studies 
note  that  episodes  in  pregnancy  account  for  up 
to  15  per  cent  of  all  cases  of  acute  renal  failure 
reported^  Studies  from  India^  and  Algeria^  still 
report  a high  incidence  of  renal  failure  associated 
with  obstetrical  problems.  Most  of  these  cases 
represent  episodes  of  acute  tubular  necrosis  oc- 
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curring  as  a complication  or  consequence  of  sep- 
tic abortions.  The  liberalization  of  abortion  laws 
in  the  United  States  contributes  to  the  decrease 
in  the  incidence  of  acute  renal  failure  in  pregnant 
women  in  this  country. ^ 

Nevertheless,  acute  renal  failure  still  occurs  in 
pregnancy  and  in  the  postpartum  period.  This 
paper  will  discuss  briefly  the  principal  causes, 
including  1)  the  HELLP  syndrome,  2)  acute  fatty 
liver  of  pregnancy,  and  3)  postpartum  renal  fail- 
ure, that  occur  exclusively  during  or  after  preg- 
nancy. 

Renal  Physiologic  Changes 

Clinically  relevant  renal  physiologic  changes  oc- 
cur during  normal  pregnancy.  Most  importantly, 
effective  renal  plasma  flow  and  glomerular  fil- 
tration rate  increase  to  levels  50-70  per  cent  above 
the  non-pregnant  state.  These  developments  oc- 
cur in  conjunction  with  an  increase  in  total  body 
water  by  6 to  8 liters  and  a gradual  retention  of 
up  to  900  mmol  of  sodium.®  For  reasons  that  are 
not  well  understood  maternal  volume  and  os- 
motic receptors  perceive  these  changes  to  be  nor- 
mal; thus,  aldosterone  and  antidiuretic  hormone 
continue  to  be  released,  maintaining  a state  of 
chronically  elevated  extracellular  fluid  volume. 

It  is  important  to  note  that  this  volume  expan- 
sion results  in  a fall  in  serum  creatinine  levels  to 
a new  “normal”  value  of  between  0.2  and  0.7  mg/ 
dl.  Any  value  higher  than  this  probably  reflects 
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some  degree  of  renal  functional  iinpainnent.  The 
failure  of  clinicians  to  recognize  this  may  exjjlain 
some  under-recognilion  and  under-reporting  of 
mild  cases  of  renal  failure  dining  pregnancy,  ft 
is  imj)ortant  to  keep  this  in  mind  esjjecially  in 
patients  with  associated  hypertension,  or  pro- 
teinuria, or  both. 

Prerenal  and  Postrenal  Failure 
The  evaluation  of  pregnant  w'omen  with  acute 
renal  failure  should  be  similar  to  the  evaluation 
of  renal  failure  in  any  other  setting.  Two  broad 
categories  of  etiologic  causes  not  affecting  the 
renal  parenchyma  need  to  be  considered.  First, 
prerenal  failure  is  associated  with  a decreased 
effective  intravascular  volume,  decreased  renal 
blood  flow,  and  decreased  oxygen  delivery.  Sec- 
ond, postrenal  failure,  due  to  urinary  tract  ob- 
struction from  the  renal  collecting  system  to  the 
urethral  orifice,  results  in  increased  pressure 
causing  complete  or  partial  obstruction  to  urine 
flow. 

A marked  diminution  of  extracellular  volume, 
usually  secondary  to  extensive  gastrointestinal 
losses  or  occasionally  due  to  insensible  fluid  losses, 
anorexia,  decreased  oral  intake,  or  hemorrhage 
is  typically  responsible  for  prerenal  failure.  Preg- 
nant women  are  protected  against  developing  a 
large  volume  deficit  because  their  extracellular 
volume  is  already  significantly  increased  as  a re- 
sult of  the  physiologic  changes  detailed  above. 
Hyperemesis  gravidarum,  or  severe  vomiting  in 
the  first  trimester,  is  rarely  associated  with  renal 
failure.’ 

Bleeding,  especially  from  the  uterus  in  the  case 
of  placenta  previa,  abruptio  placentae,  or  post- 
partum hemorrhage,  is  probably  responsible  for 
most  cases  of  prerenal  failure  in  pregnancy.  Re- 
placement of  volume  losses,  along  with  control 
of  bleeding,  should  restore  renal  function  to  nor- 
mal in  most  cases. 

Pregnant  women  have  an  increased  risk  for 
urinary  tract  obstruction  and  postrenal  failure 
because  of  two  unique  physiologic  developments. 
First,  as  the  gravid  uterus  enlarges,  it  may  com- 
press the  ureters  which  lie  posteriorly  and  may 
thus  cause  ureteral  obstruction.  This  risk  would 
appear  to  be  enhanced  with  polyhydramnios, 
multiple  gestations,  or  retroflexion  of  the  uterus. 
However,  renal  failure  as  a result  of  these  causes 
appears  to  be  very  rare.’'^°  Second,  under  the 
influence  of  progesterone,  ureteral  and  renal 
pelvic  tone  relaxes  during  pregnancy,  causing  a 
mild  hydronephrosis  and  hydroureter. 'This  ap- 
pears to  be  a purely  radiologic  phenomenon,  and 
is  not  associated  with  clinical  renal  failure.® 


Intrinsic  Renal  Failure 

Renal  failure  due  to  parenchymal  changes  within 
the  kidney  results  from  a variety  of  disorders 
which  can  occur  in  both  the  pregnant  and  non- 
pregnant state.  Tubulointerstitial  disease,  such  as 
acute  tubular  necrosis  or  interstitial  nephritis,  atid 
renovascular  disease,  such  as  that  due  t(^  ather- 
oembolism,  are  relatively  rare  in  pregnancy. 
Their  development  is  commonly  exacerbated  by 
a host  of  co-morbid  conditions  such  as  sepsis, 
hypotension,  hypoxia,  peripheral  vascular  dis- 
ease, heart  failure,  or  hepatic  cirrhosis,  disorders 
which  are  not  commonly  found  in  an  otherwise 
normal  pregnancy.  These  causes  of  renal  failure 
are  frequently  a consequence  of  exposure  to 
nephrotoxins  such  as  aminoglycosides,  antifun- 
gal antibiotics,  nonsteroidal  anti-inflammatory 
drugs,  and  radiocontrast  dye,  which  are  infre- 
quently prescribed  during  pregnancy.  Finally, 
volume  depletion  is  usually  a contributory  factor 
in  the  development  of  renal  failure,  and  preg- 
nant women  are  relatively  protected  against  this 
condition  because  of  the  initial  elevation  in  ex- 
tracellular volume. 

Historically,  acute  tubular  necrosis  has  been 
the  most  common  cause  of  renal  failure  associ- 
ated with  pregnancy,  but  usually  follows  abor- 
tion, either  as  a consequence  of  infection,  dis- 
seminated intravascular  coagulation,  or  the  use 
of  nephrotoxic  abortifacients.®  Nevertheless, 
acute  tubular  necrosis  can  occur  even  in  the  ab- 
sence of  marked  sepsis  or  hypotension;  we  re- 
cently cared  for  a patient  who  developed  acute 
renal  failure  requiring  dialysis  in  the  second 
trimester  in  conjunction  with  a relatively  mild 
non-A,  non-B  hepatitis.^’ 

Glomerular  causes  of  acute  renal  failure  are 
also  rare.  Acute  glomerulonephritis,  with  hyper- 
tension, proteinuria,  and  hematuria,  may  follow 
a streptococcal  infection  or  occur  without  ob- 
vious cause.  It  may  be  difficult  to  differentiate 
this  process  from  pre-eclampsia,  but  the  latter 
generally  represents  during  the  third  trimester, 
is  not  associated  with  red  blood  cells  casts  in  the 
urinary  sediment,  is  uncommonly  associated  with 
azotemia,  and  resolves  after  delivery.' 

Patients  w'ith  chronic  glomerular  diseases,  such 
as  diabetic  nephropathy,  lupus  nephritis,  focal 
sclerosis,  and  IgA  nephropathy,  may  rarely  be- 
come pregnant.  In  a study  of  twelve  pregnant 
women  with  chronic  glomerular  disease,  about 
half  had  a major  and  accelerated  decline  in  their 
renal  function  in  conjunction  with  their  preg- 
nancies.'^ 
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Causes  of  Renal  Failure  Unique  to  Pregnancy 

There  are  three  causes  of  renal  failure  which 
occur  exclusively  in  pregnant  women: 

1)  The  HELLP  syndrome  is  characterized  by 
hemolysis,  elevated  liver  enzymes,  and  a low 
platelet  count  with  variable  renal  manifestations. 
In  one  series  of  57  patients,  hypertension  and 
proteinuria  were  present  in  virtually  all  patients, 
but  azotemia  was  a feature  in  only  about  half  the 
cases. The  syndrome  is  very  rare,  but  is  exclu- 
sively associated  with  and  probably  represents  a 
complication  of  untreated  pre-eclampsia. 

2)  Acute  fatty  liver  of  pregnancy  is  also  ex- 
tremely rare,  with  an  estimated  incidence  of 
1:13,000  pregnancies.'^  It  occurs  in  the  third 
trimester,  and  clinical  manifestations  include 
nausea,  vomiting,  epigastric  pain,  and  abnormal 
liver  function  tests.  It  differs  from  viral  hepatitis 
in  that  transaminase  levels  are  usually  less  than 
500  lU/L,  and  renal  failure  is  a universal  finding. 
The  diagnosis  can  be  made  by  demonstration  of 
a high  hepatic  fat  content  by  ultrasound,  com- 
puted tomography  (CT)  scan,  or  a liver  biopsy 
showing  steatosis  of  the  centrilobular  hepato- 
cytes.  Although  the  etiology  is  unknown,  asso- 
ciations with  viral  syndromes,  tetracycline  ther- 
apy, and  pre-eclampsia  have  been  suggested.'^ 
The  treatment  of  choice  is  emergency  delivery, 
which  is  usually  associated  with  prompt  resolu- 
tion of  both  the  renal  and  hepatic  abnormalities. 

3)  Postpartum  renal  failure  is  similar  to  he- 
molytic uremic  syndrome  (HUS)  and  thrombotic 
thrombocytopenic  purpura  (TTP);  it  is  charac- 
terized by  renal  failure,  thrombocytopenia,  and 
microangiopathic  hemolytic  anemia.  It  occurs 
anytime  from  hours  to  weeks  after  an  otherwise 
normal  pregnancy;  it  is  very  rare,  and  less  than 
100  cases  have  been  reported.'^  The  etiology  is 
unknown,  although  viral  illnesses  and  the  use  of 
postpartum  oral  contraceptive  agents  has  pre- 
ceded some  cases.  As  in  HUS  and  TTP,  renal 
failure  results  from  deposition  of  platelet  thrombi 
in  the  microvasculature  of  the  kidney,  leading  to 
ischemia  and  infarction.  It  is  not  clear  whether 
platelet  thrombosis  is  a primary  consequence  of 
a deficiency  of  prostacyclin,  an  inhibitor  of  plate- 
let aggregation,  or  whether  it  follows  a sepsis- 
induced  endothelial  cell  injury. 

Historically,  postpartum  renal  failure  has  been 
associated  with  high  morbidity,  including  a high 
incidence  of  irreversible  renal  failure,  and  a high 
mortality.  The  therapies  of  plasma  infusion  or 
plasma  exchange,  which  replenish  prostacyclin, 
along  with  antiplatelet  agents,  have  been  advo- 
cated as  treatments  of  choice  to  prevent  platelet 


thrombosis.  If  treatment  is  administered  early 
enough  to  prevent  irreversible  infarction  of  the 
renal  microcirculation,  renal  failure  could  the- 
oretically be  reversed.'^ 

Management 

In  conclusion,  acute  renal  failure  is  a rare  com- 
plication of  pregnancy,  with  a large  number  of 
possible  etiologies,  some  exclusively  associated 
with  pregnancy.  The  specific  management  de- 
pends upon  the  cause;  but,  as  in  any  patient  with 
renal  failure,  dialysis  may  be  necessary  in  the 
event  of  volume  overload,  hyperkalemia,  aci- 
dosis, or  uremic  symptoms. 

Exact  guidelines  for  dialysis  in  pregnancy  have 
not  been  established,  and  a discussion  of  them  is 
beyond  the  scope  of  this  paper.  It  has  been  sug- 
gested that  blood  urea  nitrogen  levels  below  60 
mg/dl  are  associated  with  increased  fetal  viability, 
but  the  data  to  support  this  notion  is  limited." 
Although  hemodialysis  has  generallv  been  uti- 
lized, peritoneal  dialysis  has  also  proved  to  be 
both  safe  and  effective.'® 
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weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
iniury  (bansaminase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to 
360  mgrkg/day.  about  60  bmes  the  human  dose),  and  a negatrve  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  polenbal  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genetic  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  ferblity  sbidy  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  wile  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  SO  mg^g  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  m one 
fetus  mere  are.  however,  no  adequate  and  well-conbolied  studies  in  pregnant 
women  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capaciN  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lustines  the  potenbal  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shovm  that 
<0  1%  Of  the  administered  ora)  dose  of  nizabdine  is  secreted  m human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tenng  nizabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  ~ Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions;  Clinical  tnals  of  nizabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons  Oomesbc  placebo-comrolled  tnals 
included  over  1.900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals.  sweabng  (1%  vs 
0 2%).  urbcana  (0  5%  vs  < 0 01  %).  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

ffepaf/c  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 


possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT.  S(jPT  enzymes  (greater  than  500  lU/L)  a 
SGPT  was  greater  than  2,00(j  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 


.)  and.  in  a single  instance. 


enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enz^e  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  shoved 
no  evidence  of  anbandrogenic  acbvrty  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freouency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 


Hematoloqic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
with  Axid  and  another  H^receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  white  taking  other  drugs  Rare  cases  of 


thrombocytopenic  purpura  have  been  reported 
Iniegumenlal  - Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quenby  in  nizabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliabve  dermab- 
bs  were  also  reported 

Hypersensmity  - As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdine  have  been  reported  Because  cross-sen- 
sibvity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibviTy 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassociatea  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  (ever  and  nausea  related  to  nizabdine  administrabon  have  been 
reported 

Overdouge:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  - There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic-type  effects,  including  lacnmabon.  salivabon.  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.2(X)  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  3u1 
m^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  informabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Prison  Control  Center  Tel^hone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mutbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  kinebcs  in  your  pabent 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
four  to  SIX  hours  increased  plasma  clearance 
PV2096  AMP 
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1.  Data  on  file,  Lilly  Hasearch  Laboratories. 


Additional  informabon  available  to  the 
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Diabetes  and  Pregnancy 


Use  of  an  Integrated  “Team”  Approach  Provides  the  Necessary 
Comprehensive  Care 


Stephen  F.  Quevedo,  MD 
Donald  R.  Coustan,  MD 


Pregnancy  complicated  by  diabetes,  whether 
preexistent  or  acquired  gestationally,  can  cause 
anxiety  for  patient  and  physician.  Historically, 
this  concern  is  well-founded,  as  major  perinatal 
morbidity  and  mortality  were  associated  with  this 
combination  before  the  age  of  modern  obstetric 
care.  Recent  advances  in  our  understanding  of 
the  etiologies  of  these  complications  leading  to 
changes  in  medical  and  obstetric  care  have  im- 
proved outcomes  dramatically. 

Type  I Diabetes  And  Pregnancy 

Before  the  availability  of  insulin  therapy,  a di- 
agnosis of  Type  I diabetes  was  rarely  compatible 
with  a successful  pregnancy  outcome.  The  ben- 
eficial effects  of  good  control  of  glucose  levels 
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have  been  known  for  a half-century  with  Skipper 
reporting  in  1933: 

“to  prevent  the  intra-uterine  death  of  the  foe- 
tus or  its  excessive  development,  the  level  of 
the  blood  sugar  must  be  carefully  watched 
throughout  pregnancy,  especially  during  the 
latter  months.”' 

Since  then,  studies  have  shown  a linear  rela- 
tionship between  third  trimester  mean  maternal 
blood  glucose  and  perinatal  mortality  (figure  1) 
with  specialized  centers  currently  reporting  in- 
cidences approaching  those  of  nondiabetic  preg- 
nancies.^ In  order  to  accomplish  such  results,  so- 
phisticated multiple-injection  insulin  regimens 
are  employed  to  ensure  diabetic  control  ap- 
proaching normalcy,  with  patients  performing 
self  glucose  monitoring  four  to  six  times  daily. 
Because  the  target  glucose  values  in  pregnancy 
are  within  the  normal,  nondiabetic  range  (less 
than  90-140  mg/dl),  at  which  levels  urine  testing 
is  useless  and  visual  interpretation  of  glucose  ox- 
idase strips  can  be  inaccurate,  glucose  reflectance 
meters  are  a requirement.  Care  of  these  patients 
is  best  achieved  by  coordinated  “teams”  of  health- 
care specialists,  experienced  in  the  management 
of  diabetic  pregnancy.  These  teams  are  variously 
constituted,  and  may  include  a combination  of 
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Fig.  1.  Relationship  between  third  trimester  glucose 
control  and  perinatal  mortality  rates  in  published  series. 
Adapted  from  Jovanovic  and  Peterson  [2].  Printed  with 
permission  of  the  American  Diabetes  Association,  Inc. 
and  Dr  Jovanovic. 

internists,  obstetricians,  diabetologists,  maternal- 
fetal  medicine  specialists,  and  pediatricians, 
working  closely  with  nurses,  nurse-clinicians,  di- 
abetes educators,  nutritionists,  social  workers  and 
other  health  professionals.^'^  Perinatal  morbidi- 
ties, such  as  macrosomia,  hypoglycemia,  birth 
trauma,  and  hypocalcemia  are  also  reduced  with 
such  care. 

The  impact  of  modern  obstetric  care  on  the 
diabetic  pregnancy  cannot  be  overstated,  and  no- 
where is  this  more  apparent  than  in  the  timing 
of  delivery.  Assessment  of  fetal  well-being  in  the 
late  third  trimester  with  regular  antepartum  test- 
ing, and  evaluation  of  lung  maturity  with  am- 
niocentesis, help  to  determine  the  appropriate 
gestational  age  for  delivery,  thus  minimizing  the 
risks  of  respiratory  distress  syndrome.^ 

Today’s  Challenge:  Congenital  Malformations 

Despite  these  advances,  an  increased  incidence 
of  major  congenital  malformations  in  the  infants 
of  Type  I diabetic  mothers  remains  a serious 
public  health  problem.  Although  anecdotal  men- 
tion of  malformations  appeared  as  early  as  the 
1930s,  systematic  reports  of  an  increased  inci- 
dence of  birth  defects  appeared  in  the  mid-1960s 
and  early  1970s.®’’^  Studies  since  have  revealed 
rates  of  major  defects  (usually  involving  the  heart, 
great  vessels  or  nervous  system)  in  the  infants  of 
Type  I diabetic  mothers  ranging  from  5 to  1 1 
per  cent,  several  times  that  of  the  general  pop- 
ulation.The  psychological,  social  and  financial 
costs  to  family  and  society  are  great:  therefore 
public  health  policy  has  begun  to  focus  on  pre- 
vention. 


Modern  rccsearch  has  made  two  important  dis- 
coveries: these  malformations  occur  before  the 
seventh  gestational  week,  and  their  incidence  is 
clearly  lelated  to  maternal  glycemia  during  this 
crucial  jjeriod  of  organogenesis.^''^  'khe  impli- 
cations for  ])revention  are  obvious.  Many  women 
are  not  even  sure  of  pregnancy  until  tbe  third  to 
fifth  week.  Therefore,  any  attempts  to  reduce 
this  excess  of  malformations  must  try  to  insure 
that  the  mother  is  in  optimal  diabetic  control  from 
the  time  of  fertilization  through  the  seventh  week 
of  pregnancy.  Pre-pregnancy  counselling  and 
education,  and  close  follow-up  around  the  time 
of  conception  to  insure  good  glycemic  control, 
are  required  in  order  to  reduce  the  incidence  of 
malformations. 

Given  the  obvious  potential  public  health  ben- 
efits, several  states  and  Canadian  provinces  have 
already  begun  programs  to  address  this  prob- 
lem.'-''''^ The  most  logical  approach  would  seem- 
ingly be  to  target  a population  of  diabetic  women 
of  childbearing  age,  create  a voluntary  registry 
of  those  who  may  desire  future  pregnancy,  and 
to  involve  them  in  an  ongoing  educational  and 
support  program. 

Recently,  yet  another  potential  benefit  of  good 
first-trimester  control  was  discovered;  a finding 
that  severe  hyperglycemia  in  this  period  corre- 
lates with  an  increased  risk  of  spontaneous  abor- 
tion.'^ 

Gestational  Diabetes 

Gestational  diabetes,  that  which  is  diagnosed  first 
during  pregnancy  without  a previous  history  of 
maternal  diabetes,  has  a prevalence  of  approxi- 
mately three  to  four  per  cent.  This  is  about  ten 
times  the  prevalence  of  Type  I diabetes,  and 
therefore  represents  a significant  public  health 
concern.  It  usually  presents  in  the  late  second 
trimester  when  demands  on  the  maternal  pan- 
creas are  peaking,  and  its  presence  is  associated 
with  factors  known  to  be  associated  with  de- 
creased pancreatic  reserve:  maternal  age  and 
obesity,  family  history  of  Type  II  diabetes,  pre- 
vious history  of  a large  child  or  of  gestational 
diabetes,  and  a history  of  recurrent  spontaneous 
abortion  or  stillbirth. 

The  criteria  for  diagnosis  of  gestational  dia- 
betes using  the  oral  glucose  tolerance  test  were 
first  developed  by  O’Sullivan  in  1964,  and  pres- 
ent standards  are  derived  from  his  work.'®  The 
most  commonly  used  values  are  those  proposed 
by  the  National  Diabetes  Data  Group  in  1979, 
which  correct  for  the  use  of  plasma  or  serum 
rather  than  whole  blood.  At  Women  and  Infants 
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Hospital  of  Rhode  Island,  the  currently  used  di- 
agnostic thresholds  are  somewhat  different,  since 
they  also  correct  for  changes  in  modern  glucose 
testing  methodology.’’  Both  sets  of  criteria  are 
listed  in  Table  1 . Interestingly,  despite  their  great 
utility  in  monitoring  diabetic  control,  glucose  re- 
flectance meters  have  not  been  found  precise 
enough  for  screening  or  diagnosis  of  gestational 
diabetes.”^ 


Table  1 — Glucose  Tolerance  Test  Criteria 

(Plasma  Glucose  in  mg/dl) 

Fasting  1 Hour  2 Hours  3 Hours 

National  Diabetes 

Data  Group  105  190  165  145 

Women  & Infants  95  180  155  140 


T esting  is  done  with  a 1 00  gram  glucose  challenge  after  an  overnight 
fast  and  2-3  days  of  unrestricted  carbohydrate  diet.  Testing  utilizes 
plasma  and  glucose  oxidase  or  hexokinase  methodology.  If  any  two 
or  more  values  are  met  or  exceeded,  gestational  diabetes  is  diag- 
nosed. 

Before  the  age  of  modern  obstetric  care,  per- 
inatal mortality  was  increased  in  gestational  di- 
abetes.’® Largely  because  of  prompt  diagnosis  and 
more  intensive  follow-up  care,  with  improved 
glucose  control  and  early  identification  of  babies 
“in  trouble,”  perinatal  mortality  in  gestational  di- 
abetic pregnancies  now  is  similar  to  that  in  the 
general  population.  As  malformations  are  also 
not  increased,  attention  has  focused  on  the  in- 
creased perinatal  morbidity  of  the  infants  of  ges- 
tational diabetic  mothers,  including  macrosomia 
(large  infants),  birth  trauma,  neonatal  hypogly- 
cemia and  hypocalcemia.  Much  research  during 
the  1970s  to  mid-1980s  focused  on  therapeutic 
trials  of  diet  alone  versus  diet  and  insulin  ther- 
apy, largely  because  of  a growing  conviction  that 
fetal  hyperinsulinemia,  secondary  to  maternal 
hyperglycemia,  was  responsible  for  much  of  the 
increased  morbidity.  In  most  studies  insulin  ther- 
apy, even  when  given  in  relatively  fixed  dosage 
schedules,  reduced  the  rate  of  perinatal  compli- 
cations. 

During  the  1980s,  the  detection  and  care  of 
gestational  diabetes  has  further  improved. 
Standard  screening  until  recently  targeted  only 
women  over  thirty  and  those  with  risk  factors, 
although  critical  evaluation  of  this  approach  sug- 
gests that  fully  one-third  of  cases  would  be 
missed. However,  in  1980  the  International 
Workshop-Conference  on  Gestational  Diabetes 
Mellitus  recommended  a glucose  challenge 
screening  test  at  24-28  weeks  gestation  for  all 


pregnant  women.  In  1985,  the  Second  Interna- 
tional Workshop-Conference  on  Gestational  Di- 
abetes reinforced  that  suggestion. 2^  This  group 
specified  a 50  gram,  1-hour  challenge  test,  with 
a plasma  glucose  level  of  140  mg/dl  or  more  being 
the  threshold  for  performing  a full  100  gram, 
3-hour  glucose  tolerance  test.  At  Women  and 
Infants  Hospital  of  Rhode  Island  a threshold  of 
130  mg/dl  is  used,  as  10  per  cent  of  gestational 
diabetics  may  have  screening  test  values  between 
130  and  139  mg/dl.22 

One  of  the  benefits  of  this  approach  has  been 
an  appreciation  that  gestational  diabetes  is  not  a 
strictly  homogeneous  disorder,  but  involves  a 
range  of  glucose  metabolic  abnormalities.  A re- 
vised patient  classification  has  appeared  which 
distinguishes  Class  A patients,  who  never  de- 
velop fasting  hyperglycemia,  from  Class  A/B  pa- 
tients, who  manifest  elevated  fasting  glucose  val- 
ues.2^  While  this  classification  is  helpful  in 
distinguishing  different  mechanisms  of  maternal 
metabolic  derangement,  it  is  also  true  that  pa- 
tients with  post-prandial  glucose  elevations  but 
normal  fasting  levels  should  be  treated  aggres- 
sively. Patients  have  gestational  diabetes  for  only 
a limited  time,  and  prompt  treatment  of  hyper- 
glycemia, with  insulin  if  necessary,  is  required  in 
order  to  optimize  perinatal  outcomes. 

The  use  of  self  glucose  monitoring  can  greatly 
improve  the  care  of  gestational  diabetes,  with  the 
most  obvious  advantage  being  improved  outpa- 
tient efficacy  of  insulin  regimens.  Other  benefits 
may  also  be  seen,  including  an  enhanced  effec- 
tiveness of  diet,  as  the  patient  gets  almost  im- 
mediate feedback  about  her  nutritional  choices, 
and  earlier  and  more  thorough  detection  of  diet 
failure  or  hyperglycemia,  allowing  institution  of 
insulin  therapy  without  delay. 2^  In  other  words, 
in  those  patients  able  to  use  it,  self  glucose  mon- 
itoring targets  the  patients  who  will  most  benefit 
from  insulin  therapy,  while  prophylactic  insulin 
therapy  of  all  would  treat  needlessly  a large  per- 
centage. Another  area  of  active  current  research 
involves  the  significance  of  even  minor  degrees 
of  glucose  intolerance  in  pregnancy.  Some  stud- 
ies suggest  increased  perinatal  morbidity  in  pa- 
tients with  screening  glucose  values  considered 
to  be  borderline  or  even  within  the  upper  limit 
of  the  currently  accepted  normal  range,  al- 
though the  clinical  relevance  of  these  findings 

remains  uncertain. 2^-27 

As  in  the  care  of  Type  I diabetes  in  pregnancy, 
use  of  an  integrated  “team”  approach  provides 
the  necessary  comprehensive  care,  whether  in  an 
office,  hospital  or  HMO  setting. 2®  Although  all 
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but  a few  per  cent  of  these  |)atients  will  letiini 
to  normal  glucose  tolerance  alniost  innnediately 
uj)on  delivery,  postpartum  counselling  remains 
important.  These  patients  are  at  a clearly  in- 
creased lisk  lor  recurrent  gestational  diabetes  in 
suhsecjuent  pregnancies,  and  just  as  importantly 
a history  of  gestational  diabetes  is  associated  with 
a greater  incidence  of  Ty|)e  II  diabetes  in  later 
life.  During  a twenty  year  follow-up,  as  many  as 
40-60  per  cent  have  develo|)ed  Tyjje  II  diabe- 
tes.-^-' This  eventuality  is  clearly  increased  by  obes- 
ity, and  education  to  help  the  new  mother  realize 
the  importance  of  achieving  and  maintaining 
ideal  t)ody  weight  after  delivery  is  worthwhile. 

More  detailed  information  on  diabetes  mellitus 
in  pregnancy  is  available  for  those  wishing  to 
pursue  it.^" 
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Coagulopathy  and  Bleeding  in  the 
Parturient  Patient 

Recent  Information  Has  Helped  in  the  Identification  of  Individuals  at  Special  Risk 


James  P.  Crowley,  MD 


Almost  from  the  moment  of  conception,  a series 
of  changes  occur  in  the  body  of  a pregnant  woman 
that  tend  to  make  her  blood  clot  more  easily. 
These  changes  are  beneficial  since  they  favor  the 
preservation  of  the  fetus  should  bleeding  occur. 
As  the  pregnancy  advances,  particularly  at  the 
time  of  delivery,  there  is  a corresponding  in- 
crease in  the  ability  of  the  patient  to  lyse  clots. 
This  is  important  in  maintaining  the  patency  of 
the  placental  circulation  in  the  face  of  an  increase 
in  local  clot  formation  as  the  placenta  matures. 
In  the  vast  majority  of  pregnancies,  the  opposing 
forces  of  hypercoagulability  and  enhanced  fibri- 
nolysis remain  well  balanced  although  tilting  to 
the  former.  Neither  overt  thrombosis  nor  bleed- 
ing occur.  However,  in  a variety  of  situations  to 
be  discussed,  in  some  women  the  balance  is  lost. 
The  enhanced  tendency  to  clotting  and  lysis  re- 
sults not  only  in  thrombosis,  but  also  in  the  con- 
sumption of  platelets,  clotting  proteins  or  both 
which  results  in  a serious  hemorrhagic  tendency. 
It  has  been  six  years  since  this  subject  has  been 
comprehensively  reviewed  here  with  respect  to 


James  F.  Cwivley,  MD,  is  Associate  Professor  of  Med- 
icine with  the  Department  of  Medicine  at  Brown  Uni- 
versity and  Women  and  Difants  Hospital,  and  Asso- 
ciate Director,  Division  of  Clinical  Hematology,  Rhode 
Island  Hospital,  Providence,  Rhode  Island. 


This  review  was  prepared  for  an  invited  presentation 
at  the  1989  Spring  Symposium  on  “The  High  Risk 
Mother  and  Fetus’  at  Women  mid  Infants  Hospital, 
Providence,  Rhode  Island. 


the  high  risk  mother  and  fetus.'  It  is  worthwhile 
to  do  so  now  since  in  the  interim,  much  has  been 
learned  to  clarify  how  the  homeostatic  balance 
between  clotting  and  lysis  may  be  upset.  More- 
over, many  of  these  new  observations  have  im- 
portant clinical  implications. 

I.  Normal  Hemostasis 

When  a blood  vessel  is  disrupted,  reflex  vaso- 
constriction occurs  that  slows  blood  flow  and 
platelets  aggregate  to  form  a gelatinous  plug. 
Their  normally  discoid  shape  changes  to  that  of 
a spiny  sphere  which  causes  them  to  mesh  with 
one  another.  Mechanical  stimulation  of  the  plate- 
let surface  results  in  the  release  of  arachiddnic 
acid  which  activates  the  cyclooxygenase  pathway. 
This  in  turn  gives  rise  to  thromboxane  A2  (TxA2) 
which  is  a potent  amplifier  of  the  local  hemostatic 
response  by  its  markedly  stimulatory  effect  on 
platelet  aggregation  on  vasoconstriction.  Aspirin 
produces  its  effect  by  inhibiting  this  step  in  he- 
mostasis. Almost  simultaneous  to  the  formation 
of  TxA2,  platelets  begin  to  release  adenosine  di- 
phosphate which  both  tightly  aggregates  the  tan- 
gled platelet  plug  and  recruits  other  platelets. 
The  entrapped  platelets  release  vasoactive  amines 
and  rearrange  their  abundant  phospholipids  to 
expose  an  activity  termed  j^latelet  factor  3 (PF3) 
that  can  directly  activate  factor  X which  is  very 
efficient  in  catalyzing  the  conversion  of  pro- 
thrombin to  thrombin. 2 I he  importance  of  the 
platelet  phospholid  surface  on  the  rate  of  pro- 
thrombin conversion  is  evident  by  the  observa- 
tion that  on  the  platelet  surface,  b(^und  factor  Xa 
can  produce  the  same  amount  of  thrombin  in 
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two  minutes  as  would  be  geueiated  in  one  yeai 
by  Iree  Xa!  In  addition  to  these  important  plate- 
let mediated  events,  when  blood  vessels  are  dam- 
aged, Factoi  VII  and  Factor  XII  are  converted 
into  active  lot  ins  that  ac  tivate  sjiecilic  pioteolytic 
en/ymes  which  lorm  the  extiinsic  and  intiinsic 
pathways  of  coagulation. 

Fhe  conversion  of  prothrombin  to  thrombin 
is  the  key  to  definitive  dot  formation.  Visible  clot 
lortnation  begins  with  the  conversion  of  fihiino- 
gen  to  monomeric  fibrin  which  raj)idly  poly- 
meri/es.  Factor  XIII  completes  this  j)rocess  by 
covalently  linking  the  polymerized  fihiin  which 
greatly  enhances  its  tensile  strength.'  Fhromhin 
has  been  called  the  “master  enzyme  of  coagula- 
tion.”^ It  cleaves  not  only  fibrinogen  hut  also 
FXIII,  V,  VIII,  and  j^rothromhin.  In  minute 
amounts  it  aggregates  platelets,  and  also  causes 
smooth  muscle  contraction  thus  j^otentiating  the 
primary  resjxtnse  of  the  blood  vessel  to  injury.^  ' 
Fhromhin  converts  fibrinogen  to  a fibrin  mon- 
omer by  cleaving  four  small  peptides  designated 
A and  B from  the  amines  terminal  end  of  its  two 
principal,  alpha  and  beta  jiolypeptide  chains.  Fhe 
release  of  these  fihrinopejDtides  exposes  highly 
reactive  positively  charged  regions  that  have  high 
affinity  for  the  terminal  or  D dcjinain  of  the  fibrin 
molecule  which  initiates  the  formation  of  a highly 
polymerized  fibrin  clot.  Factor  XIII  covalently 
crosslinks  these  long  fibrin  polymers  tc^  form  a 
tough,  resilient  mass  that  completes  the  clotting 
process  and  prevents  further  bleeding. 

II.  Normal  Inhibition  and  Lysis  of  Clots 
The  clotting  mechanism  if  unchecked  has  the 
potential  to  cause  a complete  gelation  of  the  blood 
with  a consequent  cessation  of  blood  flow  and 
oxygen  delivery.  Accordingly,  there  have  evolved 
potent  mechanisms  to  inhibit  clot  formation,  and 
limit  the  spread  of  clotting  beyond  the  areas  in 
which  it  is  useful.  The  principal  substances  in- 
volved in  this  inhibition  and  inactivation  are  anti- 
thrombin III  (ATIII)  and  Protein  C (PC).  The 
former  is  a circulating  polypeptide  that  inhibits 
circulating  prothrombin  as  well  as  activated  fac- 
tors XII,  XI,  X,  IX.  The  rapidity  with  which  it 
promotes  inactivation  is  greatly  enhanced  by  even 
small  amounts  of  heparin.  It  is  a hallmark  of 
patients  deficient  in  this  substance  that  they  are 
difficult  to  anticoagulate  with  heparin.  ATIII 
binds  covalently  to  thrombin  and  other  suscep- 
tible activated  factors  and  is  cleared  as  a complex 
by  the  liver.  Thus  in  states  of  marked  thrombin 
activation  depletion  of  ATIII  is  sometimes  ob- 
served. Protein  C is  a vitamin  K dependent  pro- 


tein that  is  released  from  an  endothelial  recej)tor, 
tlnomliomodulin.  Secreted  PC  is  activated  by 
thrombin  to  a potent  anticoagulant  acti\ity  that 
selectively  clea\es  activated  F\'  and  VII  thus  de- 
ceasing the  new  formation  of  thrombin.  Fhe 
inactivation  of  Factor  \bi  by  P(i  on  the  surface 
of  j>latelets  is  gieatly  |)otentiated  by  another  vi- 
tamin K dej)endent  factor.  Protein  S.  Patients 
with  congenital  af)sence  of  P(i  or  its  cofactoi  Pio- 
tein  S sufTei  from  massive  thrombosis  in  the  fonn 
of  neonatal  put  jjuia  fulminans."  '' 

As  tlnombin  is  inactivated,  dot  fomiation  will 
cease  and  the  ptocess  of  clot  dissedution  and  re- 
jjair  of  the  damaged  blood  vessels  begins.  Fhe 
first  step  is  in  the  lysis  of  f ibi  in  in  the  clot  which 
is  mediated  by  a class  of  enzymes  called  j)lasmin- 
ogens.  Plasminogen  is  an  enzyme  that  circulates 
in  the  blood.  Fwo  forms  of  activators  of  jjlas- 
minogen  exist,  proenzymes  in  the  circulation  and 
latent,  tissue  plasminogen  acti\ators  ( I PA)  that 
exist  in  a bound  form  within  cells.  Fhe  princi]:)al 
circulating  activatcjr  is  the  Hageman  factor.  Fac- 
tor XII,  which  also  initiates  clotting.  Extrinsic 
d'PA  is  more  important  phvsiologically  in  limit- 
ing thrombosis.  Recently  reccjinbinant  TPA  has 
been  available  and  is  an  effective  agent  for  the 
rapid  lysis  c:>f  recently  formed  clots  such  as  occur 
in  acute  myocardial  infarction.  Once  activated, 
plasminogen  is  capable  of  rajjidly  digesting  fi- 
brin,"' but  it  also  has  the  same  effect  on  fibri- 
nogen and  factors  and  VIII  so  it  is  not  sur- 
prising that  uncontrolled  fibrinolysis  rapidly 
results  in  the  depletion  of  all  these  major  factors 
and  a severe  bleeding  tendency  may  occur. 

The  principal  inactivator  of  plasmin  is  termed 
alpha  2 antiplasmin  which  binds  to  plasmin  in  a 
reaction  that  is  among  the  most  rapid  of  all  j)ro- 
tein-protein  interactions.'"  Plasminogen  de- 
graded fibrinogen  breaks  up  into  five  major  frag- 
ments of  which  the  last  two,  D and  E are  the  most 
important  quantitively.  Systemic  release  of  the  D 
fragment  can  damage  endothelial  cells  and  if  the 
normal  clearance  of  D fragments  by  the  reticu- 
loendothelial system  (RES)  is  overwhelmed,  then 
platelet  clumping  and  increased  vascular  perme- 
ability, particularly  in  the  lungs,  can  result." 

III.  Changes  in  the  Coagulation  System  During 
Pregnancy 

An  increase  in  virtually  all  clotting  factors  occurs 
during  pregnancy. An  important  exception  is 
Protein  S,  the  co-factor  of  the  natural  anticoag- 
ulant Protein  C which  falls  significantly."'  Acti- 
vated clotting  factors  including  Xa‘"  are  found 
in  the  circulation  of  many  patients.  Increased 
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levels  of  fibrin  degradation  products  were  found 
in  60  per  cent  of  pregnant  women  in  one  study. 
Evidence  that  these  increases  are  actually  asso- 
ciated with  in  vivo  fibrin  formation  is  found  in  a 
smaller  fraction  of  patients  in  whom  fibrin  mon- 
omers or  fibrinopeptide  A also  circulate.^*’  An- 
tithrombin III  levels  have  been  found  to  be  de- 
creased in  some  studies,^*  but  not  invariably. 
Depressed  levels  of  plasminogen  activators  occur 
during  pregnancy  in  both  the  plasma  and  in  ve- 
nous walls. Inhibitors  of  plasminogen  activation 
have  been  demonstrated  in  the  placenta.^"*  It  has 
been  supposed  but  not  proven  that  local  con- 
sumption of  clotting  factors  in  the  uteroplacental 
circulation  may  be  responsible  for  these  changes. 
In  the  absence  of  definitive  studies,  it  seems  rea- 
sonable to  postulate  that  inhibition  of  plasmin- 
ogen activation  in  the  placenta  may  create  a fa- 
vourable environment  for  clot  formation  locally 
which  leads  to  fibrinogen  consumption  and  clot- 
ting factor  activation,  and  that  in  the  setting  of 
increased  steroid  hormones, this  process  may 
become  generalized  if  a further  stimulus  to  clot- 
ting occurs.  It  is  important  to  screen  all  patients 
who  have  a history  of  repeated  thrombosis  and 
thrombophlebitis  for  hereditary  or  acquired  de- 
ficiencies in  Protein  C or  Protein  S since  these 
are  associated  with  a striking  increase  in  throm- 
botic problems  during  pregnancy. 


Table  1 — Risk  Factors  for  Thrombosis  in  Pregnancy 


1 Prior  history  of  thromboembolic  disease 

2 Lupus  anticoagulant 

3 Low  antithrombin  III,  Protein  C or  S levels 

4 Protracted  immobilization 

5 Massive  varicosities 

6 Obesity 

7 Inflammatory  bowel  disease 

8 Nephrotic  syndrome 

9 Estrogen  therapy 
10  Infection 


IV.  Coagulation  Problems  Primarily  Related  to 
Platelet  Activation 

The  role  of  the  platelet  activation  in  providing 
an  additional  stimulus  to  clotting  in  many  pa- 
tients is  emphasized  by  the  recent  finding  of  el- 
evated TxA2  levels  in  late  pregnancy.^®  Whether 
there  is  a normal  fall  in  platelet  count  during  late 
pregnancy^’  is  controversial.  Studies  that  have 
carefully  excluded  women  with  preeclampsia  or 
placental  lesions  have  not  found  any  difference 
between  the  platelet  count  of  normal  and  preg- 
nant women. A recent  study  by  Burrows  and 
Kelton^'*  showed  that  8.3  per  cent  of  pregnant 


women  exhibited  platelet  counts  between  97- 
150,000  which  were  not  associated  with  either 
bleeding  or  thrombosis  nor  was  there  fetal  or 
maternal  morbidity.  The  nature  of  this  mild 
thrombocytopenia  was  unclear,  but  it  was  to  be 
distinguished  from  patients  with  platelet  counts 
below  100,000/ul  since  most  of  these  will  be  due 
to  immune  thrombocytopenia  purpura  or  some 
other  condition  requiring  therapy.  Conditions  in 
which  thrombocytopenia  may  be  the  sole  evi- 
dence of  coagulopathy  are  described  in  this  sec- 
tion. 

1.  Preeclampsia/Eclampsia 

Preeclampsia  and  its  more  severe  form,  eclamp- 
sia, is  the  most  common  cause  of  maternal  death. 
Preeclampsia/eclampsia  (P/E)  is  accompanied  by 
elevated  peripheral  resistance,  increased  mean 
arterial  blood  pressure  (MAP)  and  increased 
permeability  of  the  vasculature.  Salt  retention  is 
a familiar. feature  as  is  edema. Pritchard  et 
al.^’  observed  thrombocytopenia  in  29  per  cent 
of  cases  and  hemolysis  in  two  per  cent  and  other 
reports  documented  that  even  with  massive  he- 
molysis consumption  of  clotting  components  was 
minimal  or  absent  altogether.^*  Remuzzi  and  col- 
leagues reported  a reduced  concentration  of 
prostacyclin  in  both  the  umbilical  artery  and  pla- 
cental veins  of  patients  with  P/E  and  postulated 
that  the  reduced  concentration  of  prostacyclin 
elevated  vascular  resistance  and  impaired  the 
perfusion  of  the  placenta  thus  reducing  oxygen 
delivery  to  the  fetus.*® 

Hypoalbuminemia  reduces  the  inhibitory  ef- 
fects of  prostacyclin  on  platelet  aggregation‘s®  and 
further  aggravates  the  tendency  to  platelet  acti- 
vation. The  secondary  effects  of  hemoconcen- 
tration  will  also  augment  this  process  by  increas- 
ing the  potential  for  platelet-vessel  wall  interaction 
by  increasing  the  concentration  of  platelets  that 
are  close  to  the  vessel  wall.  Even  in  a normal 
pregnancy,  the  viscosity  of  blood  is  increased  sec- 
ondary to  the  increase  in  fibrinogen  that  en- 
hances rouleaux  formation. “S'  And  this  tendency 
is  even  more  enhanced  in  patients  with  P/E.  The 
fundamental  basis  for  P/E  is  still  unknown.  The 
primary  lesion  is  likely  to  reside  in  the  endothelial 
cell.  Efforts  to  study  this  cell  in  pregnancy  have 
been  greatly  hampered  by  the  relative  inacces- 
sibility of  endothelial  cells  and  the  uncertainties 
that  surround  normal  endothelial  function  in 
health  and  disease. 

Therapy  is  supportive  for  the  most  part.  Hep- 
arin has  been  shown  to  be  ineffective."*^  Hemo- 
dilution  will  reduce  the  MAP  and  increase  serum 
estriol  levels  signalling  improved  fetoplacental 
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|)ci  lusion.’’  Based  on  the  studies  of  Reinu/./i  et 
it  seems  rational  to  einjjloy  prostacyclin. 
Preliminary  studies  have  indicated  a favorahle 
resj)onse  of  the  MAP  to  this  treatment"  hut  it  is 
not  known  if  this  aj)proach  will  improve  either 
maternal  or  fetal  moi  tality.  Plasma  exchange  has 
been  l)enericial  in  the  control  of  thrombotic 
thrombocytopenic  pur  pura  (cf.  below),  another 
disorder  in  which  there  is  reduced  j)r ostacyclirr 
corrcerrtratiorrs,  arrd  deser  ves  corrsideratiorr  itr  se- 
vere cases  of  P/E  r efr  actory  to  corrverrtiorral  rrrarr- 
agerrrerrt.  A few  clinicians  have  given  aspirirr  to 
P/E  jjatierrts  arrd  observed  a rise  irr  platelet  count 
hut  there  are  no  controlled  studies  to  irrdicate  its 
usef  ulness.  In  the  absence  of  data,  the  risks  of 
ASA  seem  small  if  the  blood  pressirre  is  corr- 
tr'olled. 


Table  2 — Disorders  Primarily  Related  to  Platelet 
and  Endothelial  Abnormalities 


1 Preeclampsia/eclampsia 

2 Hemolytic  uremic  syndrome  (HUS) 

3 Idiopathic  thrombocytopenic  purpura  (ITP) 

4 Thrombotic  thrombocytopenic  purpura  (TTP) 


2.  Immune  Thrombocytopenia  Purpura 

ITP  is  not  strictly  a coagulopathy  but  is  men- 
tioned her  e because  it  is  often  pr  ominent  in  the 
differential  diagnosis  of  preeclarnpsia/eclarnpsia. 
ITP  is  an  autoimmune  process  in  which  an  an- 
tibody, usually  of  the  IgG  type,  is  directed  to 
platelet  antigens  with  a resultant  destruction  of 
the  platelets  in  the  spleen.  It  is  most  common  in 
young  women  and  for  this  reason  occasionally 
complicates  pregnancy.  Although  their  normal 
concentration  is  between  20()-4()0,000/ul,  as  little 
as  7,000/ul  will  maintain  normal  vascular  integ- 
rity and  even  with  active  trauma  there  appears 
to  be  little  additional  bleeding  when  platelet  lev- 
els are  as  low  as  50,000/ul."  Maternal  compli- 
cations of  ITP  are  generally  low  but  exacerba- 
tions during  pregnarrcy  are  common.^®  IgG  may 
cross  the  placenta  and  induce  thrombocytopenia 
in  the  fetus.  The  risk  of  this  occurring  is  asso- 
ciated with  the  degree  of  depression  of  the  plate- 
let count  but  the  relation  is  not  absolute. A pos- 
itive platelet  antibody  test  is  found  in  about  75 
per  cent  of  patients  but  this  test  lacks  specificity 
and  is  often  difficult  to  perform  in  a setting  of 
maternal  thrombocytopenia.  When  the  test  is 
negative,  one  must  depend  on  excluding  other 
causes  including  P/E  to  make  the  diagnosis. 
Treatment  with  corticosteroids  is  the  mainstay  of 


(her  aj)y.  T he  recerrt  irrlroductirnr  of  high  dose 
irrtr  averrous  irntrrurroglobulirr  (IIDIV(i)  has 
proverr  useful  irr  the  nrarragerrrent  of  cases  re- 
fractory to  steroids  arrd  for  the  acute  pr  ejiaration 
of  a worrrarr  for  delivery.*”  Whether  HDIVCi  will 
raise  the  platelet  count  of  the  fetus  is  still  utr- 
certairr. 

3.  Hemolytic  Uremic  Syndrome  and 
Thrombotic  Thrombocytopenic  Purpura 

Hemolysis  is  actually  rare  irr  ]>atierrts  with  pre- 
edanrj)sia.  In  a subset  of  these  patients  renal  fail- 
ure will  occitr,  particularly  those  with  elevated 
liver  errzyrnes,  the  so-called  HELEP  syrrdrome 
(herrrolysis,  elevated  liver  tests  and  low  platelet 
courrt).'*'*  When  rerral  failure  is  severe,  the  term 
“hernolytic-ur  ernic  syrrdrome”  (HUS)  is  often  ap- 
plied to  these  patierrts  although  the  pathogenesis 
of  r enal  failur  e irr  the  settirrg  of  pr  eeclarrrpsia  is 
probably  differerrt  fr  orrr  that  of  the  rrrore  corrr- 
rrrorr  HUS  of  childhood  which  occurs  irr  infarrts 
arrd  preschool  childrerr  usually  after  a bcrut  of 
gastroenteritis  and  often  accompanied  by  bloody 
stools.  Specific  E.coli  toxirrs  seerrr  to  be  r esporr- 
sible  for  the  ilhress  irr  children®'-  while  itr  the 
postparturrr  period  it  trray  be  sitrrply  an  exterrsion 
of  preeclarrrpsia.®”  There  are  cases  of  postpartum 
HUS  that  occur  rrrorrths  after  delivery®^  arrd  irr 
these  cases  the  pathogerresis  rrray  be  urrr  elated  to 
preeclarrrpsia.  Hormones  are  irrrplicated  in  this 
rare  sytrdrotrre  sitrce  wotrrerr  taking  conjugated 
estr  ogerrs®®  arrd  oral  contraceptives  also  have  been 
reported  with  adult  HUS.®**  Histologically  there 
are  glorrrerular  arrd  arter  ial  micr'othr'orrrbi®**-  ®’  and 
the  peripheral  blood  displays  characteristic  mi- 
croarrgiopathic  charrges.  Clinically,  the  rerral  fail- 
itr  e is  associated  with  rrrarked  hyperterrsion®”  and 
oligoarruria.  Therapy  is  mainly  supportive  in- 
dudirrg  short  term  herrrodialysis  if  trecessary. 
Plasrrra  excharrge  rrray  be  useful  in  patierrts  with 
corrvulsiorrs  or  corrra  that  is  out  of  proportiorr  to 
their  degree  of  hyporratrenria  or  uretrria.®® 

The  distinctiorr  between  post  parturrr  HUS  arrd 
thronrbotic  throrrrbocytoperric  purpura  (TTP) 
rrray  be  difficult  sirrce  both  clinically  arrd  histo- 
logically they  are  quite  similar.  In  gerreral,  the 
terrrr  TTP  is  used  for  patierrts  with  hemolysis, 
throrrrbocytopenia  arrd  renal  failure  irr  whom 
there  is  tro  krrowrr  pr  eeclampsia,  a rrorrrral  blood 
pressure,®**  arrd  irr  whorrr  the  extra-rerral  rrrani- 
festatiorrs  are  out  of  proportion  to  the  rerral  fail- 
ure.  These  patierrts  often  will  have  insufficient 
rerral  failur  e to  justify  herrrodialysis  although  they 
rrray  be  profoutrdly  ill  with  cer  ebral,  cardiac  and 
puhrrorrary  corrrplications  of  micr  othrornbosis.  Irr 
particular  the  cerebral  syirrptorrrs  dorrrirrate  the 
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clinical  picture  and  are  often  very  fluctuant  par- 
ticularly early. 

Treatment  of  TTP  is  best  managed  by  prompt 
plasma  administration  and  early  plasma  ex- 
change.*’®'* The  serum  LDH  is  a good  guide  to 
therapy  and  levels  <1000  units/dl  usually  are  as- 
sociated with  marked  improvement.*’®*’  Steroids 
are  used  to  diminish  cerebral  edema  and  peri- 
vascular inflammation  and  they  seem  to  hasten 
the  rise  in  platelet  count.  Steroids  may  be  tapered 
in  most  patients  soon  after  plasma  exchange  is 
instituted  if  the  platelet  count  is  >50,000/ul. 

4.  Lupus  Anticoagulant 

The  lupus  anticoagulant  (LA)  is  an  autoantibody 
that  prolongs  phospholipid  dependent  coagula- 
tion tests  (prothrombin  time,  PT,  and  partial 
thromboplastin  time,  PTT).  Although  the  clot- 
ting studies  are  abnormal,  the  LA  is  not  associ- 
ated with  bleeding  but  with  thrombosis.®'  The 
presence  of  this  autoantibody  in  a pregnant 
woman  is  an  important  marker  for  thrombosis®' 
®®  as  well  as  recurrent  first  trimester  fetal  loss.®' 
Several  studies  have  demonstrated  that  plasma 
from  patients  with  the  LA  inhibits  the  production 
of  prostacyclin  by  vascular  tissues.®®  ’-  Since  pro- 
duction of  prostacyclin  by  the  endothelial  walls 
is  probably  the  most  important  mechanism  for 
preventing  platelet  deposition  and  microocclu- 
sion, prostacyclin  inhibition  favors  thrombosis 
and  localized  placental  infarction.’®  Inhibition  of 
prostacylin  production  favors  the  development 
of  P/E  and  also  explains  the  high  rate  of  pre- 
eclampsia and  consequent  fetal  growth  retarda- 
tion that  have  been  observed  in  pregnant  women 
with  an  LA.®®  ®®  ’-*  ’® 

Therapy  with  corticosteroids  and  low  dose  as- 
pirin will  reduce  the  rate  of  fetal  loss.  However, 
in  a recent  series  of  patients  treated  with  this 
regimen,®®  preeclampsia  developed  despite 
suppression  of  the  LA.  Nearly  two-thirds  of  fe- 
tuses experienced  growth  retardation.  There  is 
only  a single  case  of  thrombosis  in  the  neonate 
associated  with  LA.®®  Heparin  also  has  been  used 
in  these  patients  with  some  success®’’  ’®  but  to  date 
there  has  been  no  controlled  studies  comparing 
aspirin  and  prednisone  to  heparin  therapy.  There 
was  a recent  report  of  a woman  with  the  LA  who 
had  three  successive  fetal  losses  despite  therapy 
with  aspirin  and  prednisone  and  also  heparin. 
She  had  a successful  delivery  by  caesarean  sec- 
tion, albeit  in  a setting  of  P/E,  after  repeated  twice 
weekly  treatment  with  high  dose  intravenous 
gamma  globulin  (HDIVG).”  HDIVG  merits  fur- 


ther study  as  primary  therapy  for  parturient  pa- 
tients with  LA  and  thrombocytopenia. 

5.  Thrombocytosis 

Elevated  platelet  counts  rarely  complicate  preg- 
nancy and  usually  are  due  to  myeloproliferative 
disease,  either  essential  thrombocythemia  or  po- 
lycythemia vera.’®  While  the  experience  with  such 
patients  has  been  generally  good,  platelet  counts 
above  1 x 10*Vul  are  associated  with  occasional 
catastrophes’®  and  it  is  prudential  to  lower  the 
counts  with  plateletpheresis  immediately  before 
delivery.  The  role  of  anti-platelet  agents  or 
chemotherapy  in  this  setting  is  uncertain. 

II.  Coagulopathy  Primarily  Related  to  a Dis- 
turbance in  the  Clotting  Mechanism 
The  above  disorders  are  characterized  by  acti- 
vation and  consumption  of  platelets  and  concep- 
tually are  unified  by  studies  of  prostaglandin  me- 
tabolism that  give  some  insight  into  the  role  of 
the  platelet  and  endothelial  cell  in  pathogenesis 
of  the  microthromboses  that  occur  in  many  of 
these  disorders.®®  The  group  of  disorders  that 
follow  are  characterized  by  a major  activation  of 
the  intravascular  clotting  mechanism  and  sec- 
ondary thrombocytopenia.  These  states  are  char- 
acterized by  abnormally  prolonged  coagulation 
tests  (PT  and  PTT),  low  fibrinogen,  FVIII  and 
FV  levels  as  well  as  the  appearance  in  the  cir- 
culation of  fibrin  degradation  products  (FDP)  and 
the  appearance  of  the  D and  dimerized  D fibrin 
fragments  in  the  circulation.  In  severe  cases  the 
venous  blood  may  be  virtually  incoaguable,  and 
severe  hemolysis  and  hemoglobinemia  and  he- 
moglobinuria occur.  The  microscopic  appear- 
ance of  the  blood  is  dominated  by  severe  schis- 
tocytosis  and  secondary  thrombocytopenia. 

1.  Abruptio  Placentae 

Premature  detachment  of  the  placenta  with  the 
formation  of  a retroplacental  hematoma  is  the 
most  common  cause  of  acute  coagulopathy  in  the 
parturient  and  occurs  in  about  one  per  cent  of 
all  deliveries.  Although  it  is  rare  for  the  mother 
to  die,  fetal  mortality  is  high.’®  ®®  The  reason  for 
the  relatively  low  maternal  morbidity  is  the  avail- 
ability of  blood  transfusion.  The  history  of  mod- 
ern blood  transfusion  may  be  thought  of  as  hav- 
ing started  in  1824  with  the  work  of  the  British 
obstetrician  James  Blundell,  who  reported  that 
five  of  eight  women  transfused  with  blood,  fol- 
lowing a severe  post-partum  hemorrhage,  sur- 
vived at  a time  when  the  mortality  in  this  setting 
approached  1 00  per  cent.®'  Severe  blood  loss  may 
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Table  3 — Disorders  Primarily  Related  to  Activation 
of  Clotting  Proteins 


1 Abruptio  placentae 

2 Amniotic  fluid  embolism 

3 Intrauterine  fetal  death 

4 Infection 


occur  since  the  blood  flow  tlirough  the  uterine 
arteries  at  the  time  of  delivery  is  600-8()0  ml/ 
min.*^2  The  mainstay  of  treatment  is  volume  re- 
placement.*^^'With  tetanic  uterine  contractions, 
a vicious  cycle  of  increasing  hemorrhage  and  hy- 
potension occurs,  ultimately  culminating  in  fetal 
death.  In  virtually  all  fatal  cases  there  is  a severe 
consumptive  coagulopathy  (DIG)  and  they  bleed 
freely  from  any  break  in  the  circulation.  The 
mainstay  of  therapy  is  platelets  and  fresh  frozen 
plasma  in  large  volumes  and  additional  admin- 
istration of  cyroprecipitate  to  raise  the  fibrinogen 
levels.  While  stabilization  of  the  patient  is  crucial, 
delivery  should  not  be  delayed  unnecessarily  in 
a prolonged  effort  to  completely  reverse  the  co- 
agulopathy. If  vaginal  delivery  can  not  be 
achieved  in  a short  time,  a caesarean  section 
should  be  performed  even  if  fetal  demise  has 
occurred. Continued  transfusion  support 
should  be  given  after  the  delivery  and  usually 
hemostatic  abnormalities  return  to  normal  within 
a day  although  it  is  not  uncommon  for  throm- 
bocytopenia to  persist  for  a few  days. 

2.  Amniotic  Fluid  Embolism 

Amniotic  fluid  embolism  (AFE)  is  an  obstetrical 
catastrophe  which  accounts  for  10-20  per  cent  of 
all  maternal  deaths®^'  and  is  the  leading  mater- 
nal cause  of  death  at  the  time  of  delivery.®*’  Labor 
has  commenced  in  at  least  80  per  cent  of  patients 
who  experience  an  AFE  at  a time  when  engage- 
ment of  the  fetal  head  in  the  cervical  canal  may 
block  drainage  of  the  amniotic  fluid.®’  Never- 
theless, a substantial  proportion  occur  with  intact 
membranes  and  even  have  been  thought  to  have 
occurred  during  first  trimester  abortions.’®  The 
diagnosis  is  suspected  when  a woman  in  active 
labor  suddenly  experiences  respiratory  diffi- 
culty, followed  by  rapid  cardiopulmonary  col- 
lapse. At  least  a quarter  of  patients  rapidly  de- 
velop intractable  shock  and  die  in  the  first 
hour.®"*'  ®®  The  remainder  stabilize  to  some  degree 
and  in  these  patients  a severe  coagulopathy  de- 
velops, characterized  by  markedly  prolonged 
PTT  and  the  appearance  of  thrombocytopenia. 
AFE  patients  typically  have  extremely  high  levels 


of  FDP  reflecting  a markedly  augmented  fibrin- 
olytic activity.®®'  ®’  File  acute  I)I(^  is  caused  mainly 
by  the  direct  activation  of  the  intrinsic  pathway 
by  the  jiowerful  thromboplastic  activity  of  the 
amniotic  fluid.  Fhe  diagnosis  can  be  confirmed 
by  the  detection  of  amniotic  fluid  in  the  maternal 
venous  blood.®®  **' 

I reatment  is  supportive  and  is  aimed  at  pro- 
viding support  of  the  blood  volume  with  trans- 
fusions of  packed  cells  and  vigorous  colloid  re- 
suscitation. Ventilatory  assistance  is  required  in 
all  patients.  Transfusion  therapy  for  the  coagu- 
lopathy should  include  large  volumes  of  FFP  and 
cryoprecipitate.  As  much  as  20  units  of  each  may 
be  required  for  the  first  few  hours.  Pulmonary 
edema  may  develop  with  this  therapy  and  should 
be  treated  with  diuretics.  As  quickly  as  possible, 
delivery  should  be  accomplished,  even  by  cae- 
sarean section  (if  necessary),  since  bleeding  only 
worsens  over  time  if  the  delivery  is  delayed.  The 
mortality  quoted  in  the  literature  is  over  80  per 
cent,**^  but  in  one  recent  small  series  the  mortality 
was  less  than  30  per  cent,'^  indicating  that  prompt 
recognition,  improved  intensive  care  and  trans- 
fusion support  will  save  lives. 

3.  Septic  Shock 

Sepsis  and  shock  may  cause  a DIG  to  develop  in 
up  to  half  of  the  cases.®®  Urinary  tract  infection, 
chorioamnionitis  and  endometritis  have  been  the 
underlying  site  of  sepsis  in  most  patients.  The 
latter  used  to  be  particularly  common  as  a se- 
quelae to  criminal  abortion  because  of  the  lack 
of  sterile  technique  and  the  often  primitive  means 
used  to  induce  the  abortion  (eg  coat  hangers).  In 
patients  who  develop  a DIG  there  has  been  a 
large  exposure  to  endotoxin,  which  activates  the 
complement  cascade  and  intrinsic  pathw  ay  of  co- 
agulation simultaneously.®^  Platelets  are  also  ag- 
gregated leading  to  the  formation  of  micro- 
thrombi. The  observation  of  a fully  developed 
DIG  w'ith  defibrination  has  an  ominous  prog- 
nostic relevance  and  the  mortality  can  approach 
95  per  cent  if  renal  failure  also  supervenes.®®  Be- 
cause the  offending  pathogens  may  be  aerobic 
or  anerobic,  gram  positive  or  gram  negative,  it 
is  important  to  initiate  therapy  w'ith  a combina- 
tion of  potent  broad  spectrum  antibiotics.  Ther- 
apy for  the  coagulopathy  is  usually  not  as  difficult 
as  for  an  AFE  and  treatment  with  FFP  and  plate- 
lets (if  the  platelet  count  is  below  50,000/ul)  will 
often  correct  the  coagulopathy.  Gaution  should 
be  observed  in  using  platelets  in  the  first  few 
hours  since  endotoxin  may  be  further  liberated 
by  the  action  of  the  antibiotics  and  probably 
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should  be  avoided  unless  the  patient  is  actively 
bleeding.  In  severe  cases,  heparin  will  terminate 
the  DIG  related  to  sepsis  but  should  be  reserved 
for  the  patient  with  diffuse  bleeding  intractable 
to  FFP  and  platelet  therapy.  If  sufficiently  vig- 
orous measures  have  been  taken  to  stabilize  the 
patient  and  shock  continues,  the  uterus  should 
be  emptied.  If  shock  continues  after  delivery  a 
hysterectomy  should  be  considered. 

4.  Retained  Dead  Fetus 

Intrauterine  death  will  be  followed  by  defibri- 
nation in  about  one-third  of  cases  if  the  fetus  is 
not  removed  within  a month  of  its  demise.  This 
comes  about  as  a result  of  a chronic  DIG  trig- 
gered by  the  slow  release  of  tissue  thromboplas- 
tin from  the  macerated  fetus.  Although  the  fi- 
brinogen level  is  usually  very  low,  there  is  little 
evidence  of  bleeding  in  this  situation,  presum- 
ably because  the  kinetics  of  the  clotting  factor 
consumption  are  slow  and  the  liver  removes  the 
activated  factors  as  they  form.  Goagulation  tests 
often  show  the  other  clotting  factors  to  be  nor- 
mal. Supportive  therapy  is  usually  not  needed 
and  the  uterus  can  be  evacuated  safely  if  there 
has  been  no  signs  of  vaginal  bleeding.  In  the 
unusual  event  of  a single  fetal  demise  in  the  case 
of  a multiple  pregnancy,  it  is  possible  to  treat  the 
patient  with  heparin  and  ablate  the  chronic  DIG, 
allowing  the  pregnancy  to  progress  to  the  point 
where  the  viable  fetus  can  be  safely  delivered. 
Heparin  is  usually  given  subcutaneously,  but  if 
intravenous  heparin  is  required,  an  insertion  of 
a Hickman  catheter  and  ambulatory  manage- 
ment is  preferable  to  prolonged  hospitalization. 

If  available,  low  molecular  weight  heparin  is 
preferable  to  standard  heparin,  since  it  has  a 
longer  half  life  and  does  not  decrease  antithrom- 
bin 1 1 1. 

Summary 

Normal  pregnancy  is  characterized  by  a hyper- 
coaguable  state  that  may  progress  to  large  or  small 
vessel  thrombosis  and  in  some  situations  termi- 
nate in  gross  bleeding,  due  to  consumption  and 
lysis  of  clotting  factors.  Recent  information  con- 
cerning alterations  in  the  factors  that  control  nor- 
mal clotting  has  helped  in  the  identification  of 
individuals  at  special  risk  for  clotting  and  bleed- 
ing problems.  At  the  present  time,  transfusion 
support  is  limited  to  unfractionated  or  semi-frac- 
tionated blood  products.  As  knowledge  is  ad- 
vanced, recombinant  blood  derivatives  that  will 
eliminate  the  risk  of  transmission  of  disease  in 
the  transfusion  management  of  bleeding  patients 
will  emerge.  In  many  patients  consumption  and 


lysis  of  clotting  proteins  occurs  in  catastrophic 
situations.  In  these  situations  the  good  clinical 
judgement  of  the  obstetrician  is  of  paramount 
importance.  In  order  for  the  obstetrician  to  ex- 
ercise this  Judgement  most  effectively,  there  must 
be  good  lines  of  communication  among  the  cli- 
nicians involved  in  the  patient’s  care  and  prompt, 
responsive  support  from  the  coagulation  labo- 
ratory and  the  transfusion  service. 
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OescripUiHi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indoialkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  ^tivity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  nnked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflovvbr  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  wouid  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.L2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. k3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  '3,4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 


53159-001-10. 
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1-800-237-9083 


April,  1989  — Vol.  72 


143 


First 

Rhode  Tsi  .and 
Properties 


"The  Private  Real  Estate  Firm'"' 

offers: 

a Prestige  Address  - Superb  Lx)cation 

in  Barrington  , RI 

Maple  Avenue  Medical  at  Brickyard  Pond 

Top  quality  professional/Medical 
condominium  suites,  1,  2,  and  up 
to  5 thousand  sq.  ft  now  available. 
Excellent  parking,  Suberb  location 
and  amenities.  For  sale  or  lease 
without  delay. 

Tel:  (401)  274-0774  Fax:  (401)  751-3541 


NEWPORT  HOSPITAL 

Announces  The  Opening  Of  Its 

PAIN  MANAGEMENT 
CENTER 

IN 

The  Borden-Carey  Building 
Suite  210 

19  Friendship  Street 
Newport,  Rhode  Island 


Medical  Director 
JANICE  M.  WANG,  M.D. 
Anesthesiologist 

Appointments  may  be  made  by  calling 
(401)  846-6400,  ext.  1400 


ARAFATE* 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  dunng  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  dmg  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4,7%), 

Constipation  was  the  most  frequent  complaint  (2,2%),  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 
OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal, 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  dunng  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination, 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1712-49), 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987,9(4)  395-399, 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  jg^^^Busers to  become 
prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy  Carafate  rebuilds  mucosal 


defenses  through  a unique, 
nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  . therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


MetLife  Healthcare  Network  is  proud  of  the  high 
quality  providers  rendering  medical  services  to  our 
members.  Our  latest  total  represents  400  medical  and 
surgical  practitioners;  twelve  hospitals  and  numerous 
diagnostic  facilities  throughout  the  state. 

As  we  progress,  it  becomes  more  and  more  apparent 
that  our  Primary  Care  Provider  driven  model  offers  a 
superior  product  for  the  consumer  and  a unique 
physician  oriented  organization  for  the  provider. 

If  you  would  like  more  information  on  participation 
with  MetLife  Healthcare  Network,  please  call  our 
Professional  Relations  Manager,  Fay  Catterall  at  (401) 
822-3243. 


+?t+t  

Kietlife 

HEALTHCARE  NETWORK 

An  Affiliate  of  Merropiilitan  Life  lasurance  Company 


MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


tyra 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Service 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 

Education 


There  must  be  a good  reason  why 

we’ve  become  the 


IUNTIED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Eqniprnent 


trusted  back-up 
resource  for  more 
Rhode  Island 

doctors  (and  their  patients) 

than  anyone  else. 


We  carr\' just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means.  ever\'thin^r  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
O.xyjien  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accc})ted  and  Processed. 


(401)  781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI  02888 

At  the  Cmnston/Warwlck  Ctty  Line 
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RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Island  Medical  Society. 


• Staffed  by  a fully  licensed,  professionally  trained,  uniquely  qualifed  manager 
who  has  twelve  years  experience  in  medical  liability  underwriting  in  Rhode 
Island. 


• Specializing  in  quality  service  to  Rhode  Island  physicians,  dentists  and  all 
other  health  professionals  who  are  insured  for  professional  liability  with  the 
Rhode  Island  JUA. 


Make  the  RIMS-IBC 
your  agent  of  record 
for  your  JUA  medical  liability  insurance 

Call  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 
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Garden  City  Treatment  Center 
Cranston,  Rl 

seeking  career  oriented 
Board  Certified  or  Board  Eligible 

EMERGENCY  PHYSICIAN 

or 

FAMILY  PRACTICE  PHYSICIAN 

Full  or  Part  Time  Position 
Very  Competitive  Reimbursement 
Malpractice  Paid  for  Full  Time  Only 

Send  CV  to: 

Adib  Mechrefe,  MD,  FACEP 
1 1 50  Reservoir  Avenue 
Cranston,  Rl  02920 


Dermatopath  Lab 

You  'Hike  (;arc  of  Patients. 

We  'fake  ( >are  ( >f  You . 

Because  tlie  care  and  treatment  < >f  patient-s  is  so  imp<  tnani  u > yc  >u, 
it's  imiioruint  to  us.  That's  why,  at  Dermatopath  lath,  we  assure 
you  of  liigh  quality;  reliatile  slide  procecssing  and  interpretation 
of  all  your  dermatologc’  specimens. 

Slides  tire  prejiared  h\’  .ASCI^  Registered  Technicians  and  inter- 
preted byaBi  lard  Certified  Dermatologist/Dermatopathologist. 

Among  the  .senices  we  provide  are:  Slide  Processing,  H&E 
(Gro.ss  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  .Special  Stains,  C\tolog\'  and  Immunopero.xidase.  /Ml 
awiilable  at  affordable  costs!  For  added  con\'enience,  FREE  POST- 
AGE ( bi  )th  ways ),  along  with  supplies  ( materials,  vials  and  repc  irts ) 
are  provided  for  \'ou. 

Vdien  it  comes  time  for  payment,  computerized  billing  reivoits, 
prepared  monthly,  make  your  bookkeeping  records  etisy  to 
priK'ess. 

Ready  to  have  your  dermatolog\'  specimen  rec|uirements  an- 
swered by  profe,ssionals  as  concerned  about  patient  care  as  \'ou 
are? Cal  1 1( iday. Toll  Free  1 ( 800 ) 323-5'’48, or  ( 4()  1 ) 

-i21-"’8^0  Monday- Friday,  8:30am-4:30pm. 

Or  write;  Dermatopath  Lib.  PO  Box  6810, 

Providence,  Rl  029a0.  Dr.  Yvonne  Hines,  M.D., 

Dermatt  ilogist  / Dermati  ipathi  ilogist . 


Computerizing  doesn’t 
have  to  be  risky,  or 
expensive! 

We’ve  developed  a library  of  proven, 
nationally  marketed  medieal  billing/office 
management  software. 

From  the  single  provider  practice,  to 
the  large  multi-specialty  clinics,  our  cus- 
tomers computerize  with  confidence. 

We  don’t  sell  a software  product  un- 
less it  meets  our  standards  and  a mini- 
mum requirement  of  1,000  successful! 
medical  installations. 

Call  New  England’s  fastest  growing 
health  care  computer  company  for  pricing 
information  and  a free  video  tape 
demonstration. 

G Barry  & Associates,  Inc. 
(401)  331-9770 


Why  you  need 
Paul  Revere’ s 
Disability  Income 
Insurance  Plan. 

Simply,  the  finest  Disability 

Disability  Policy  Protection 

You  Can  Buy  For  Professionals 
By  Professionals 

Designed  specifically  for  highly 
skilled  physicians  with  sizable  incomes. 

Elena  A.  Pisaturo 
Special  Agent 
Prudential 

(401)  331-1040 

A subsidiary  of  Textron  Inc.  The  Paul  Revere 

TEXTRON  Insurance  Company 
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Recent  Abstracts  of  Interest 


Capsule  Comments  on  Maternal-Newborn  Health  Problems 


Cocaine  Has  Major  Implications  for  Mother 
and  Neonate 

Cocaine  abuse  during  pregnancy  has  been  as- 
sociated with  a variety  of  possible  coinj^lications 
to  the  developing  fetus.  This  study  compared  two 
cohorts  of  mother-infant  pairs,  one  grouj)  of  53 
mothers  who  reported  using  cocaine  during 
pregnancy  and  one  who  did  not.  Controls  were 
a random  sample  of  100  patients  from  the  same 
hospital  population.  Adverse  effects  associated 
with  cocaine  involved  both  mother  and  infant. 
Significantly  more  pregnancies  of  abusers  were 
associated  with  pre-term  labor  ( 1 1 vs.  2),  and 
pregnancy-related  hypertension  (13  vs.  4).  New- 
born infants  of  abusers  had  a greater  frequency 
of  meconium  (13  vs.  4),  tachycardia  (10  vs.  2),  as 
well  as  an  increased  risk  of  seizures  and  hyper- 
responsiveness. Major  congenital  abnormalities 
were  significantly  increased  in  frequency  among 
infants  of  mothers  who  had  used  cocaine  inclucl- 
ing  two  cases  of  ventricular  septal  defect,  one  of 
atrial  septal  defect,  and  one  of  cardiomegaly. 

Other  studies  have  reported  that  infants  horn 
to  mothers  who  abuse  cocaine  have  reduced  mean 
birth  weight,  reduced  head  circumference,  and 
an  increased  risk  of  prematurity.  Placental  vas- 
cular abnormalities  such  as  jilacental  abriq^tiou 
or  placenta  previa  may  be  increased  with  cocaine 
use  as  is  stillbirth.  This  is  a study  from  an  inner- 
city  hospital  in  Dallas,  Texas,  treating  mainly  in- 
digent patients.  An  inherent  problem  in  design 
might  he  related  to  self  reporting  of  substance 
abuse  and  possible  confounding  variables  such 


as  other  drug  use,  including  t(^bacco  or  alcohol 
in  the  two  groups  as  well  as  differing  nutritional 
status.  I hese  variables  were  not  assessed. 

Little  BB,  Snell  LM,  Klein  VR,  et  al:  Ciocaine  Abuse  During  Preg- 
nancy-Maternal and  Fetal  Implications.  Obstet  Gynecol  73:157-160, 
1989. 

Screening  for  Hepatitis  B in  Pregnant  Women 
May  Not  Identify  a Majority  of  Infected 
Individuals 

Screening  for  Hepatitis  B surface  antigen  was 
performed  in  4,399  consecutive  pregnant  women 
to  assess  the  sensitivity  of  historical  risk  factors 
for  transmission  of  jFerinatal  infection  of  the 
Hepatitis  B virus.  Twenty-three  positive  women 
were  identified  (5.2  per  1,9()0  deliveries).  Hep- 
atitis B surface  antigen  positivity  was  signifi- 
cantly increased  in  women  from  Black,  Hispanic 
or  Asian  ethnic  groups.  Only  10  of  the  23  asymp- 
tomatic carriers  had  risk  factors  as  previously  de- 
fined for  Hepatitis  B infection  (including  women 
of  Asian,  Alaskan,  Sub-Saharan  or  Eskimo  ori- 
gin, history  of  acute  or  chronic  liver  disease,  work 
(Fr  treatment  in  dialysis  units  or  institutes  for  the 
mentally  retarded,  rejection  as  a blood  donor, 
repeated  transfusions,  frequent  (Fccupational  ex- 
posure to  blood,  household  contacts  of  Hepatitis 
B carriers,  multij^le  episodes  of  venereal  disease, 
and  intravenous  drug  abuse  history). 

The  sensitivity  of  detection  was  low.  Factors 
cited  may  be  failure  to  obtain  a detailed  history, 
reluctance  of  subjects  to  give  a history  of  venereal 
disease  or  drug  use.  Some  authorities  argue  that 
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only  loutinc  Hc])atilis  sui  lacc  aiitigcMi  sn ceil- 
ing of  pregnant  wonien  will  achieve  eHeeti\e  ini- 
innnopi ophylaxis  of  newhoni  eliildien,  most  of 
whom  will  heeoine  Hej)atitis  eaniers  if  in- 
fected. Other. s argue  that  nniver.sal  screenitig 
would  jiroduce  a major  iiieremental  inerea.se  in 
co.st  to  detect  inlant.s  of  mother.s  not  known  to 
he  in  a high-risk  group  or  at  hosj)itals  not  serving 
a large  immigrant  or  low'  socioeconomic  clientele. 
The  ojiposing  view  is  that  some  studies  have 
clearly  indicated  that  high-risk  pregnancies  ac- 
count for  only  about  half  Of  all  He))atitis  H sur- 
face atitigen  positive  women. 

Kumar  ML,  Dawson  N\',  NtcCullogli  ,\),  ct  al:  Should  .All  I’regnanl 
Women  be  Screened  for  llei)atitis  B?:  Ann  Ini  Med  107:273,  1987 
and  Stevens,  CE.  I’erinatal  Hepatitis  B \'irus  Infection  — Screening 
ot  I’regnant  Women  and  I’rotection  of  the  fnlant:  Ann  Int  Med 
107:413,  1987. 


Immunoprophylaxis  Reduces  Risk  of 
Perinatal  Hepatitis  B Virus  Infection 

Current  evidence  suggests  that  70-90  per  cent 
of  infants  born  to  Hepatitis  B surface  antigen 
positive  and  e antigen  positive  mothers  will  be 
infected  with  Hepatitis  B virus  and  become 
chronic  carriers.  Reduction  in  risk  to  infants  has 
been  documented  with  a combination  of  Hej^a- 
titis  B vaccine  and  Hepatitis  B immunoglobulin 
in  the  neonatal  period.  A new'  yeast-recombinant 
Hepatitis  B vaccine  has  been  developed  and  was 
compared  to  a plasma-derived  vaccine  in  122  high 
risk  newborns  of  Asian-Ainerican  women.  All 
mothers  were  Hepatitis  B carriers  and  e antigen- 
positive at  the  time  of  delivery.  Only  4.8  per  cent 
of  infants  who  received  Hepatitis  B immuno- 
globulin and  yeast  vaccine  became  carriers  com- 
pared to  10.2  per  cent  who  received  a plasma- 
derived  vaccine  and  immunoglobulin.  This  study 
is  useful  since  it  supports  the  efficacy  of  immu- 
noprophylaxis in  high  risk  newborns  and  indi- 
cates that  the  recombinant  vaccine  is  an  alter- 
native to  a plasma-derived  product. 

Another  approach  has  been  suggested  in  hy- 
perendemic areas  since  maternal-neonatal  Hep- 
atitis B transmission  perpetuates  the  viral  carrier 
state.  Though  inappropriate  in  areas  with  low 
Hepatitis  B virus  prevalence,  universal  immu- 
nization of  newborns  might  be  practical  if  an  ef- 
fective, inexpensive  vaccine  were  available  for 
mass  use  in  areas  where  Hepatitis  B is  endemic. 

Stevens  CE,  Tavlor  PE,  l ong  M|,  et  al:  Yeast  Recombinant  Hep- 
atitis B V'accine  — Efficacy  With  Hepatitis  B fmnumoglobulin  in 
Prevention  of  Perinatal  Hepatitis  B V'irus  Transmission.  JAMA 
257:2612,  1987. 

Edited  by  Edward  R.  Eeller,  MD 
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VASOTEC 


(ENALAPRIL  AAALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedemd.  Angioedema  of  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
palientsireated  with  ACEinhibitors.  includingVASOTEC.  Insuch cases.  VASOTEC  should  beprompilydisconllnuedand  the 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlinedlolhelaceand  lips, 
the  condition  has  generally  resolved  without  Irealmenl,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  lalal  Where  there  is  involvement  ot  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  j 
Hypotension.  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  palienis  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  but 
discontinuation  ol  therapy  tor  continuing  symplomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  al 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  lailure,  hyponatremia, 
iiigh-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  II  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  palienis),  reduce  Ihe 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  ih  palienis  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustmenis  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  palienis  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  Ihe  lirst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  lall  in  blood  pressure  could  result  in  a myocardial  inlarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  lo  lurther  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dilhcully  once  Ihe  blood  pressure  has  stabilized  II  symplomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
Neutropenia/Agranutocylosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  bul  more  Irequently  in  palienis  with  renal  impairment,  especially  il  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insutticient  to  show  that  enalapril 
does  nol  cause  agranulocytosis  al  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  Ihe  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  lunction  may  depend  on  Ihe  activity  ol  Ihe  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEti,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  palienis  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  lunction  should  be  monitored  during  the  lirst 
tew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  at  patients  with  hypertension  or  heart  tailure  should  always  include  assessment  at  renal 
lunction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia.  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0.28%  of  hypertensive  palienis  In  clinical  Inals  In  heart  tailure,  hyperkalemia  was 
observed  in  3,8%  ol  patients,  bul  was  nol  a cause  lor  discontinuation 

Risk  laclors  lor  the  development  ol  hyperkalemia  include  renal  insulticiency.  diabetes  mellilus,  and  Ihe  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  subslilules.  which  should 
be  used  cautiously,  II  at  all.  with  VASOTEC.  (See  Drug  tnleraclions.) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormalion  secondary  lo  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  Ihe  lirst  dose  ot  enalapril, 
Palienis  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difliculty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension.  Patients  should  be  cautioned  lo  report  lightheadedness  especially  during  the  first  tew  days  ot  therapy  It 
actual  syncope  occurs,  Ihe  patients  should  be  loir)  to  discontinue  Ihe  drug  until  they  have  consulted  with  Ihe  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  lall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a lall  in  blood  pressure;  palienis  should  be  advised  to  consult  with  Ihe  physician 

Hyperkalemia  Patients  should  be  told  nol  lo  use  sail  substitutes  containing  potassium  without  consulting  Iheir 

physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  inlection  (e  g.,  sore  throat,  fever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  lo  aid  in  Ihe  sale  and  etteclive  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
etiecis 

Drug  Interactions: 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituled  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  ol  Irealmenl  with  enalapril,  II  il  is  necessary  to  continue  Ihe  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hoursand  until  blood  pressure  has  stabilized  tor  al  least  an 
additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  antihyperlensive  etieci  ol  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g,,  diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significani 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicani  increases  in  serum  potassium  Therefore,  il  concomitant  use  of  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  IrequenI  monitor- 
ing ot  serum  potassium  Potassium-sparing  agents  should  generally  nol  be  used  in  patients  with  heart  lailure  receiving 
VASOTEC. 

Lithium:  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomilani  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs.  Although  a causal  relationship  has  nol  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently, 


Pregnancy- Category  C.  There  was  no  lelotoxicity  or  leralogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  bul  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  lelal  loxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplemenlalion  prevented  Ihe  maternal  and  lelal  toxicity  seen  al  doses  ot  3 and  10  mg/kg/day.  bul  not  al 
30  mg/kg/day  (W  limes  Ihe  maximum  human  dose) 

Radioactivity  was  found  lo  cross  Ihe  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  In  pregnant  women  VASOTEC®  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  II  Ihe  potential  benefit  juslilies  Ihe  potential  risk  to  Ihe  lelus 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  '<C  enalapril  maleale  II  is  nol 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  eltecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salely  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  palienis 

Hypertension  The  most  IrequenI  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%),  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palienis  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%).  orthostatic  ellects  (1 2%).  and  asthenia  (1 1%) 

Heart  Failure  The  most  trequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%).  hypotension  (6  7%),  orlhoslaticettecls(2  2%),  syncope  (2,2%),  cough  (2  2%),  chest  pain  (21%).  and  diarrhea 
(21%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  laligue  (1 8%),  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%).  angina  pectoris  (1.5%),  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1 3%),  dyspnea 
(1 3%),  urinary  tract  infection  (1 3%),  rash  (1 3%).  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 
05%  to  1%  ol  patients  with  hypertension  or  heart  lailure  in  clinical  Inals  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction,  rhythm  distur- 
bances. atrial  librillalion;  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  pholosensilivily 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  II  angioedema  ol  Ihe  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs.  Ireat- 
ment  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  palienis 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ot  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  palienis  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ol  therapy  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  palienis  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  palienis  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinualion  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  t1%  ol  palienis  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequently  in  either  hypertension  or  heart  lailure  patients  treated  with  VASOTEC  bul  are 
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EDITORIAL 
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The  Shrinking  Sensory  World 
of  the  Elderly 


I As  she  carefully  makes  her  way  down  the  cor- 
ridors of  gleaming  patterned  floor-tile,  the  old 
woman  grasps  the  handrail  tightly.  Bright  sun- 

I light  streams  through  the  window  at  the  end  of 
the  hallway,  producing  shadows  and  creating 
sharp  contrasts.  A few  wheelchairs  line  the  cor- 
ridor; an  employee  mops  the  floor  and  places 
the  “wet  floor”  sign  as  a warning.  A loudspeaker 
overhead  announces  a meeting  downstairs,  and 
then  a physician  is  paged.  The  beige  wallpaper 
is  matched  to  the  yellow-grey  floor.  A painting 
of  bright  flowers  hangs  on  one  wall. 

This  scene  is  typical  of  most  nursing  home  cor- 
ridors and  illustrates  the  meager  attention  we  pay 
to  the  sensory  experiences  of  the  elderly  housed 
|i  and  cared  for  in  our  extended  care  institutions. 
The  sunlight  pouring  through  the  window  at  the 
end  of  the  corridor  is  blinding;  the  different 
colors  of  the  floor  tiling  are  seen  as  separate  lev- 
els up  and  down;  the  floor  and  the  walls  appear 
to  blend  together  seamlessly;  and  wheelchairs, 
bins  and  other  items  represent  obstacles  that  must 

II  be  negotiated.  The  loudspeaker  interrupts,  yet 
" the  words  cannot  be  distinguished.  And  to  this 

frail  87-year-old  woman  with  Alzheimer’s  dis- 
ease, the  bright  painting  on  the  wall  seems  to 
frame  menacing  and  frightful  flames. 

We  are  an  aging  population  and  our  state  now 
has  one  of  the  highest  proportions  of  elderly  in 
the  nation.  Our  ten  thousand  nursing  home  beds 
are  many  times  the  number  of  our  hospital  beds 
and  are  currently  occupied  by  one  Rhode  Is- 
lander in  every  ninety-five.  Further,  over  half  of 
this  nursing  home  population  suffers  from  some 
measure  of  enduring,  organic  dementia. 

The  Jewish  Home,  one  of  the  largest  nursing 
; centers  for  the  aged  in  Rhode  Island,  has  recently 
assembled  a working  committee  to  study  tbe 
problems  of  nursing  home  ambience  and  then 
to  seek  feasible  solutions.  This  committee  of  sev- 
enteen (architects,  interior  decorators,  industrial 


designers,  nursing  home  administrators,  social 
workers,  physical  therapists,  social  scientists, 
nurses  and  physicians)  is  attempting  to  under- 
stand how  an  ostensibly  efficient  physical  en- 
vironment designed  for  a younger  population 
interacts  with  the  sensory  and  cognitive  impair- 
ments of  the  elderly.  The  ultimate  goal  of  the 
committee  is  to  find  ways  of  diminishing  the  emo- 
tional and  physical  threat  which  an  indifferently 
planned  environment  may  impose  on  the  elderly, 
and  at  the  same  time  increase  for  them  the  ele- 
ments of  privacy,  individuality  and  autonomy. 

The  committee  has  identified  four  arenas  of 
initial  inquiry: 

1)  Bedrooms  — their  design,  safety  features  and 
contained  furniture 

2)  Corridors  — particularly  the  perceived  sensory 
and  physical  menaces  and  their  solutions 

3)  Public  Spaces  — particularly  social,  dining,  rec- 
reational and  therapy  sites 

4)  Restraints  — the  design,  appropriateness  and 
means  by  which  they  are  employed 

From  time  to  time  the  Rhode  Island  Medical  Jour- 
nal will  offer  papers  which  address  these  issues. 
The  first  of  these  is  authored  by  Professor  Mary 
Kalymun  of  the  University  of  Rhode  Island  and 
discusses  sensory  changes  accompanying  the  ag- 
ing process,  and  then  proposes  simple,  low-cost 
living  space  adaptations  which  can  assist  the  el- 
derly in  maintaining  a greater  measure  of  seren- 
ity and  independence. 

Renee  Rose  Shield,  PhD 

Director  of  Research  and  Education 

The  Jewish  Home 

Clinical  Instructor 

Department  of  Community  Health 

Brown  University,  Providence,  Rhode  Island 

Stanley  M.  Aronson,  MD 
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Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  t SO  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  wrih  Axid  for  longer  than  one  year  are  not  knovm 
ContraIndIcatJori  Axid  is  contraindicated  in  patients  with  knovm  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  wrth  hypersensitivity  to  other 
H^receptor  antagonists 

Precautions  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanty  by  the  kidney  dosage  should  be 
reduced  m patents  with  moderate  to  severe  renal  irtsufficiency 

3 Pharmacokinetic  studies  m patients  with  heoatorenaisyridrome  have  not  been 
done  Part  of  the  dose  of  nizatdme  is  metabolized  m the  liver  In  patents  with  normal 
renal  function  and  uncomplicated  hepatc  dysfunction,  the  disposrton  of  nizatdine 
IS  similar  to  that  in  normal  subjects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multstx*  may 
xcur  dunng  therapy  with  nizatidine 

Drug  Interactmns  - No  interactons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoude  lorazepam.  Iidxame  phenytoin  and  warfann  Aud 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  mhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  patients  given  veiv  high  doses  <3,900  mgi  of  aspmn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  f bO  mg  b i d . was 
administered  concurrency 

Carcinogenesis.  Mutagenesis.  Impairment  ol  fertility  - A two-year  oral  car- 
cinogenicrty  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterxhromaffin  like 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  wrth  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mo/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significam  increases  m hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  wrth  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  wipiin  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  wrth  concurrent  controls  and  evidence  of  mild  liver 
injury  (bansammase  eievabons)  The  xcuneoce  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aoerrabon 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennata)  and  postnatal  terblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  3(X)  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnam  New  Zealand  White  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^g  it  produced  ventncular 
anom^.  distended  abdomen,  spina  bifida,  hydrxephaly.  and  enlarged  heart  01  one 
fetus  mere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capaciw  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lusbfies  the  potential  nsk  to  the 


The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tenng  nizabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patents  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  ReacUons:  Clinical  tnais  of  nizabdine  included  almost  5,(XX)  pabents 
given  nizabdine  in  studies  of  varying  durabons  Domesbc  placebo^orrtrolled  trials 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnais.  sweabng  (1%  vs 
0 2%),  urbcana  (0  5%  vs  < 0 01%).  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Mepa/zc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  [ALT],  or  alkaline  priosphatase),  xcurred  in  some  pabents  and  was 
possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
eievabon  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/l)  and.  in  a single  instance. 
SGPT  was  greater  than  2,00(5  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  eievabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
signrficanfly  differ  from  the  rate  of  liver  enzyme  abnormairbes  in  placebo-treated 
pabents  All  abnormairbes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
tnree  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  sbidies  and  controlled  clinical  tnais  showed 
no  evidence  of  anbandrogenic  acbvity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  wrth  equal  freouency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomasba  occurred 


Hematologic  - Fatal  thrombocytopenia  was  reported  m a pabent  who  was 
treated  with  hod  and  another  H7-receptor  antagonist  On  previous  xcasions.  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 


thrombxytopemc  purpura  have  been  reported 
Integumental  - Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quently in  nizabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
Ds  were  also  reported 
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Relationships  Between  Sensory  Decline 
Among  the  Eideriy  and  the  Physical 
Environment:  implications  for  Health  Care 

Maximizing  the  Wellbeing  of  the  Elderly  Through  Environmental  Change  is  of 
Great  Importance 

Mary  Kalymun,  PhD 


Introduction 

By  the  year  2000,  elderly  people  will  outnumber 
younger  people,  and  the  total  nursing  home  pop- 
j ulation  will  rise  by  54  per  cent.'  Will  their  resi- 
j dential  settings  suggest  that  aging  is  a disease  or 
I that  it  is  a normal  part  of  life  to  be  experienced 
j to  the  fullest?  As  medical  care  providers  and  oth- 
! ers  understand  the  nature  of  age-related  changes 
j and  the  extent  to  which  the  physical  environment 
! enables  or  impedes  health  care,  it  follows  that 
the  quality  of  life  during  the  later  years  will  be 
' optimized. 

The  elderly  are  a most  heterogeneous  popu- 
lation in  physiological,  psychological,  and  social 
capabilities.  Therefore,  it  is  difficult  to  describe 
them  in  terms  of  specific  competencies.^  While 
studies  have  shown  that  elderly  people  are  quite 
! competent,  the  fact  remains  that  the  incidence 
of  disability  and  chronic  disease  increases  with 
; chronological  age.^ 

It  is  universally  known  that  sensory  abilities 
j diminish  with  age.  However,  elderly  people  vary 
in  terms  of  the  type  of  sensory  loss  they  develop 
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and  the  extent  to  which  it  occurs.  For  example, 
one  person  may  hear  well  but  have  limited  visual 
acuity  while  another  may  hear  poorly  and  see 
well. 

Multiple  sensory  handicaps  are  the  rule  rather 
than  the  exception**  and  they  may  occur  either 
gradually  or  abruptly.  Most  often,  they  have  their 
beginnings  in  the  years  between  ages  40  and  50, 
not  usually  having  significant  impact  on  behavior 
until  after  the  age  of  60.“*  Although  elderly  peo- 
ple learn  how  to  adjust  and  compensate  for  these 
changes,  sensory  deficits  become  more  severe  with 
time.  By  the  late  70s  or  early  80s,  losses  may 
become  serious  enough  to  interrupt  daily  func- 
tioning. Ability  to  adjust  at  this  point  becomes 
more  critical  if  the  individual  is  to  sustain  and 
maximize  independence.  In  instances  where  sen- 
sory changes  are  less  gradual,  feelings  of  depres- 
sion, anger,  and  hostility  are  commonly  ex- 
pressed and  the  willingness  to  adjust  is  limited. 

Adjustments  to  sensory  change  are  made  eas- 
ier through  adaptive  environmental  design  in 
both  private  and  public  settings.®  Dr  Pow'ell  Law- 
ton,  of  the  Philadelphia  Geriatric  Center,  main- 
tains that  institutional  settings  which  have  stim- 
ulating qualities  can  penetrate  these  higher 
sensory  thresholds,  and  improve  the  level  of 
functioning  more  than  proportionately.®  Fur- 
thermore, it  is  suggested  that  total  wellness  is 
dependent  upon  favorable  environmental  con- 
ditions.® 
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Problem  Statement 

It  has  been  reported  that  sensory  impairment  can 
sometimes  he  mistaken  for  cognitive  deficits  dur- 
ing later  life.’  (ainsecjiiently,  it  is  imjjerative  to 
understand  the  nature  of  sensory  loss,  and  char- 
acteristics of  the  physical  environment  that  ag- 
gravate or  compound  this  situation. 

It  has  been  said  that  “thoughtless  environ- 
mental design  ‘speaks’  to  people  with  sensory 
los.ses,  telling  them  that  they  are  incapacitated, 
senile,  slow,  weak,  and  perhaps  too  stupid  to  sur- 
vive.”^ Therefore,  the  purpose  of  this  paper  is  to 
elaborate  on  sensory  decline  in  later  life  and  dis- 
cuss interactions  between  it  and  characteristics  of 
the  physical  environment  that  impact  on  well- 
being. 

Theoretical  Perspectives 

The  physical  environment  is  constantly  with  us, 
irrespective  of  developmental  stages  and,  as 
functional  human  beings,  we  continuously  inter- 
act with  it.  The  first  psychologist  to  conceptualize 
a relationship  between  individuals  and  their  en- 
vironment was  Kurt  Lewin.  He  maintained  that 
behavior  is  a function  of  people  and  their  envi- 
ronment. Although  his  theory  is  logically  con- 
vincing, it  is  too  broad  to  be  tested  since  what 
constitutes  the  person  and  the  environment  is 
unspecific.  Lewin’s  thinking  is  echoed  in  the  ger- 
ontological literature  through  the  environmental 
docility  hypothesis  which  maintains  that  the  less 
competent  the  individual  the  greater  the  impact 
of  the  environment  on  the  person.^  Further  elab- 
oration on  Lewin’s  thinking  was  generated 
through  Lawton  and  Nahemow’s  ecological  model 
of  competence  and  environmental  press  (See  Fig- 
ure 1).  This  model  associates  the  person  with 
competencies  in  the  biological,  sensorimotor, 
cognitive  and  ego  strength  domains,  and  the  en- 
vironment with  the  demand  character  of  the 
physical  milieu,  referred  to  as  press.  The  eco- 
logical model  maintains  that  results  of  interac- 
tions between  individual  competence  and  envi- 
ronmental press  can  be  placed  on  a continuum 
from  positive  to  negative  and  are  manifested  on 
two  levels,  as  affect  and  behavior.  Where  com- 
petence and  press  are  in  balance,  adjustment  pre- 
vails resulting  in  positive  affect  and  adaptive  be- 
havior. In  the  zone  of  maximum  performance 
where  press  level  increases,  the  individual  is  mo- 
tivated to  use  personal  competence  to  the  fullest. 
In  the  zone  of  maximum  comfort  where  “re- 
duced motivation,  mild  dependence,  and  passive 
enjoyment”^  is  experienced,  press  level  de- 
creases. Affect  and  behavior  in  both  of  these  zones 


Fig  1.  Ecological  Model.  (Reprinted  with  permission 
from  “Environment  and  Aging,”  by  M.P.  Lawton.  Copy- 
right 1980  by  Brooks/Cole  Publishing  Company,  Mon- 
terey, CA.) 


are  positive.  Beyond  the  limit  of  these  zones  tol- 
erable affect  and  marginally  adaptive  behavior 
exist.  This  is  where  individuals  are  clearly  un- 
comfortable with  the  environment  and  are  barely 
tolerating  it.  If  the  gap  between  levels  of  com- 
petence and  environmental  press  continue  to  ex- 
pand, negative  affect  and  maladaptive  behavior 
result.  This  is  to  say  that  everyone  reaches  a 
breaking  point. 

In  general,  the  ecological  model  maintains  that 
the  higher  one’s  competence,  the  higher  the  range 
of  press  one  is  able  to  tolerate  and  vice  versa. 
Regardless  of  the  situation,  balance  between 
competence  and  press  generates  positive  affect 
and  behavior  while  extreme  imbalance  generates 
negative  results. 

A second  theory  that  focuses  on  relationships 
between  elderly  people  and  their  environment  is 
Kahana’s  congruence  model  of  person/environ- 
ment interaction.^  The  congruence  model  con- 
siders individual  needs  and  preferences  (parallel 
to  the  concept  of  competence  in  the  ecological 
model)  vis-a-vis  environmental  factors  on  well- 
being of  older  adults. 

Kahana  delineated  seven  dimensions  of  nec- 
essary congruence  between  elderly  individuals 
and  residential  settings.  These  dimensions  are 
examined  on  a parallel  basis  whereby  individual 
characteristics  are  based  upon  changing  needs 
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and  preferences,  and  environmental  character- 
istics are  related  to  the  degree  of  control  the  en- 
vironmental setting  has  over  individuals.  Both 
constituents  are  considered  simultaneously  as 
parallels  in  examining  congruence  (synonymous 
to  the  concept  of  adjustment  in  the  ecological 
model)  between  individuals  and  their  residential 
milieu. 

Kahana  maintained  that  the  goodness  of  this 
fit  is  preliminary  to  well-being  but  not  synony- 
mous with  it.  If  dissonance  prevails  between  the 
individual  and  the  environment,  stress  and  dis- 
comfort become  apparent.  In  this  event  adaptive 
strategies  are  in  order  whereby  individuals  or  the 
environmental  setting  must  adjust.  The  success 
of  these  adjustments  results  in  well-being  or  the 
lack  of  it  (ie,  a positive  or  negative  mental  state). 

Person-environment  congruence  in  residential 
settings  is  especially  important  when  older  adults 
are  subject  to  declining  physical  resources  and 
are  limited  in  their  options  to  choose  living  ar- 
rangements that  meet  their  needs.  If  the  resi- 
dential setting  is  such  that  it  restricts  sensory 
stimulation  in  the  immediate  environment,  the 
individual  is  less  able  to  exercise  control. 

Sensory  Loss 

With  advancing  age,  sensory  impairment  alters 
one’s  perception  of  the  environment.  Problems 
evolve  in  relation  to  understanding  it.  The  fol- 
lowing discussion  will  elaborate  on  sensory  loss 
and  ways  in  which  characteristics  of  the  physical 
environment  may  prevent  or  facilitate  well-being. 

Vision 

Changes  in  vision  and  hearing  are  the  most  wide- 
spread sensory  impairments.  Twenty-five  per 
cent  of  people  in  nursing  homes  are  considered 
legally  blind  and  another  35  per  cent  have  im- 
paired vision.^  Changes  in  visual  acuity  develop 
as  the  lens  of  the  eye  thickens  and  becomes 
opaque.  Loss  of  ability  to  see  fine  detail  begins 
in  the  forties.^’®  Individuals  express  difficulty  in 
recognizing  objects,  threading  a needle,  and  being 
able  to  read  fine  print.  While  the  height  of  letters 
needs  to  be  raised,  the  width  between  their  spac- 
ing also  needs  to  be  increased.^  This  becomes 
especially  helpful  in  reading  prescriptions  and 
dietary  menus. 

Yellowing  of  the  lens  impairs  color  vision  in 
that  violets,  blues,  and  greens  fade  out  of  the 
color  spectrum'^  ® with  limited  effect  on  ability  to 
discern  red,  orange,  and  yellow.  Experimenters 
can  simulate  this  color  change  by  looking  through 
yellow  acetate  sheets. 


Color  contrast  is  used  to  avoid  accidents  since 
boundaries  are  difficult  to  distinguish  when  var- 
ious shades  of  the  same  hue  (color)  are  placed 
next  to  each  other.  For  example,  a light  green 
wall  and  a blue  green  rug  become  impossible  for 
an  elderly  person  to  distinguish  and  stumbling 
into  the  wall  is  common. ^ Although  a whole  world 
of  black  and  white  is  certainly  impractical,  wher- 
ever appropriate,  enhanced  contrast  is  helpful 
for  the  visually  impaired.  Signs  with  black  back- 
ground and  white  lettering  or  symbols  are  most 
effective^  in  identifying  location  points  in  a build- 
ing. Also,  the  use  of  graphics  to  replace  words  is 
helpful.  When  a resident  in  a shared  living  fa- 
cility is  on  route  to  the  dining  room,  a graphic 
sign,  hung  perpendicular  to  the  entry  of  the  room 
and  showing  a place  setting  or  eating  utensils, 
can  be  seen  from  a distance  and  is  reassuring  to 
the  traveler.  In  addition  to  color,  visual  contrast 
can  be  amplified  through  the  use  of  texture,  ob- 
jects, and  finishes.*’ 

Another  common  concern  about  the  visual  en- 
vironment of  older  people  is  inadequate  light.  As 
the  pupil  of  the  eye  decreases  in  size  there  is  a 
need  for  more  light.  Translated  into  physical  en- 
vironment terms,  the  average  80  year  old  needs 
three  times  as  much  light  to  see  with  the  same 
clarity  as  a twenty  year  old.'*’  If  light  levels  in 
institutional  settings  are  inadequate,  elderly  peo- 
ple tend  to  be  passive  or  uninvolved  rather  than 
to  participate  in  both  individual  and  shared  ac- 
tivities. Task  lighting,  produced  by  table  and  floor 
lamps,  track  lights,  and  daylight,  is  a solution  for 
producing  high  light  intensity  for  reading,  writ- 
ing, and  other  such  endeavors. 

It  takes  longer  for  an  elderly  person’s  eyes  to 
adjust  when  moving  from  one  space  to  another 
where  there  is  a significant  difference  in  light 
intensity  (ie,  moving  from  a lighted  foyer  to  a 
darkened  theater).  Once  the  transition  has  been 
made  the  elderly  person  is  able  to  see  less  than 
a young  person  in  the  darkened  area. 

Evenness  of  illumination  is  an  aspect  of  light- 
ing which  warrants  special  consideration,  since 
the  absence  of  it  can  create  increased  vulnera- 
bility to  accidents.  When  elderly  people  move 
during  the  night  from  a dark  area  to  a lighted 
area,  their  eyes  are  likely  to  play  tricks  on  them. 
Instead  of  understanding  the  floor  to  be  level  at 
the  juncture  of  the  bedroom  and  the  hallway,  it 
is  perceived  as  a step.  Therefore,  an  inappro- 
priate adjustment  of  body  weight  can  precipitate 
a fall.  This  type  of  situation  can  exist  when  walk- 
ing from  a dimly  lit  waiting  room  to  an  exam- 
ining office  or  when  traveling  in  a poorly  lit  hall- 
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way  whore  sources  ol  light  are  sjji  ead  so  fai'  aj)ai  t 
they  create  a situation  ol  continuous  inoveinent 
troin  light  to  dark  areas,  lu  the  first  instance 
intermediate  lighting  is  necessary  to  facilitate  a 
transition  from  a dimly  lit  waiting  room  to  a highly 
lit  examining  room.  In  the  second  instance 
sources  of  light  need  to  be  more  closely  spaced 
in  a hallway  to  permit  an  evenness  of  light  in- 
tensity. Uniform  lighting  is  extremely  important 
to  decrease  accidents  and  allow  for  easier  ne- 
gotiation of  the  environment.^  Floral  carjjeting 
should  he  avoided  on  stairs  since  it  makes  it  moi  e 
diff"icult  to  judge  either  the  height  or  the  edge 
of  a stej),  when  the  patient  has  an  altered  dejjth 
j)erce])tion.-* 

Research  shows  that  light  fixtures  such  as 
sconces  and  chandeliers,  with  clear  glass  bulbs 
and  \isible  filaments,  deteriorate  the  retina  of 
older  people.*’  Yet,  most  of  my  professional  trav- 
els have  taken  me  from  one  place  to  the  next 
where  such  fixttires  are  often  used  to  create  a 
dignified  attitude  in  the  facility.  These  fixtures 
are  purely  decorative  and  should  not  be  expected 
to  produce  adecpiate  amounts  of  light  for  the 
elderly  negotiating  the  environment  or  engaging 
in  focused  activity.  If  used  at  all  they  should  be 
accompanied  by  frosted  low  wattage  bulbs  or  lens 
covers  which  reduce  the  potential  danger  to  the 
retina.  Also,  it  is  suggested  that  they  be  installed 
with  dimmers. 

Fluorescent  lamps,  commonly  used  in  institu- 
tional settings,  cause  visual  discomfort  to  the  el- 
derly who  are  sensitive  to  a subtle  light  flicker 
that  often  comes  with  fluorescent  lighting.  Other 
reactions  to  fluorescent  lighting  include  tearing, 
elevated  stress  level,  headache  and  inattentive- 
ness. It  is  suggested  that  full  spectrum  lamps 
which  simulate  the  full  color  and  spectrum  of 
sunlight  be  used.  Full  spectrum  light  is  known  to 
increase  visual  acuity,  reduce  fatigue,  and  even 
increase  intestinal  calcium  adsorption.*’ 

A discussion  of  common  problems  affecting 
the  visual  environment  of  elderly  people  would 
be  incomplete  without  mention  of  the  issue  of 
glare.  As  the  aging  human  lens  becomes  more 
dense,  light  is  scattered,  producing  a sensation 
of  glare,  an  uncomfortable  brightness  producing 
interference  in  vision.  Glare  causes  discomfort, 
tearing,  and  headache.  Prolonged  exposure  el- 
evates stress  in  the  elderly,  which  places  the  body 
in  a defensive  mode  and  fosters  reduced  atten- 
tion and  loss  of  memory.  With  elevated  stress 
levels  people  become  irritated  and  short-tem- 
pered.^ 

Glare  is  a problem  at  night  for  older  drivers. 


ll  makes  boundaries  and  edges  more  difficult  to 
perceive.  Stc‘i)s  in  hiight  sunlight  blend  togethei 
and  the  height  of  a curh  fades  into  the  street.® 
I he  white  backgronnd  of  traflic  signs  creates 
glare.  In  order  to  counteract  glare,  edges  need 
to  he  made  clearer  by  choosing  a color  in  contrast 
with  the  color  of  the  background  surface.® 

Fhe  reduction  of  glaie  in  institutional  settings 
is  of  paramount  imj)oitance.  (Tare  is  every- 
where, on  table  to])S,  silverware,  wallhangings, 
maga/ines,  etc.  It  is  especially  pronounced  with 
highly  polished  floors  and  vinyl  upholstery.  Ways 
to  control  glare  include  the  use  of  carj^eting,  fab- 
ric ujjholstery,  tablecloths,  and  balanced  artificial 
light  as  ojjposed  to  a single  source  of  illumina- 
tion. 

Types  of  glare  differ  in  that  they  are  either 
direct  or  reflective.  Direct  glare  is  caused  by  a 
light  source  which  is  relatively  easy  to  control  by 
blocking  it  out  with  shades,  curtains,  or  over- 
hangs. Reflective  glare  is  a more  complex  prob- 
lem in  that  the  source  <jf  reflection  may  not  be 
as  easily  eliminated  when  caused  by  room  fin- 
ishes, height  of  the  ceiling,  the  placement  of  light 
fixtures  or  windows,  and  other  factors  difficult 
to  rectify. 

Hearing 

A decline  in  the  ability  to  hear  affects  more  el- 
derly people  than  any  other  single  chronic  con- 
dition.^ Fewer  than  12  per  cent  of  those  over  65 
years  have  normal  hearing  and  between  30  per 
cent  and  50  per  cent  have  hearing  loss  that  sig- 
nificantly affects  communication  and  relation- 
ships with  others. People  in  general  are  less  un- 
derstanding and  patient  with  individuals  who 
have  a hearing  loss,  than  with  those  who  have 
lost  their  vision. 

Hearing  is  crucial  to  mental  health  in  later  life.' 
Inability  to  hear  tends  to  generate  depression 
and  paranoid  states,  and  causes  greater  social 
isolation  than  blindness."  More  older  men  than 
women  are  affected  by  this  sensory  loss  resulting 
from  cumulative  insults  over  a person’s  lifetime. 
In  the  case  of  men  it  is  hypothesized  that  the 
environmental  nature  of  their  past  work  settings 
is  largely  responsible  for  their  hearing  loss. 

Some  people  accept  their  auditory  loss  by 
wearing  a hearing  aid.  Others  deny  that  a prob- 
lem exists.  A willingness  to  accept  general  am- 
plification of  all  sounds  in  the  environment  is  a 
trade-off  for  not  being  able  to  hear.  A hearing 
aid  does  not  have  a mind  that  discriminates  be- 
tween sounds  nor  is  it  able  to  select  which  sounds 
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to  turn  off  and  which  to  amplify  in  accordance 
with  personal  choice. 

An  inability  to  hear  high  frequency  sounds 
(presbycusis)  is  a common  occurrence  during  late 
adulthood.  Since  consonants  (ch,  sh,  s,  z,  f,  p)  in 
the  English  language  are  located  in  the  high  fre- 
quency range,  speech  is  frequently  inaudible.^  I 
remember  shopping  for  a grandfather’s  clock  as 
a gift  for  my  parent’s  50th  wedding  anniversary. 
The  basic  criterion  for  selection  was  the  pitch  of 
the  chimes,  the  lower  the  better.  The  gift  was  a 
hit!  Four  years  later  they  continue  to  enjoy  the 
ambience  it  creates  for  auditory  gratification,  in 
spite  of  their  hearing  deficits.  I remember  read- 
ing about  organ  music  having  a similar  affect  on 
elderly  people  because  of  its  low  frequency  range. 

There  are  instances  in  which  elderly  people 
are  able  to  hear  high  frequency  sounds  but  are 
unable  to  understand  speech  because  of  a neural 
problem  that  exists  in  the  transmission  of  sound 
between  the  ear  and  the  brain.®  This  situation  is 
exacerbated  when  trying  to  follow  a conversation 
involving  several  people  (ie,  family  gatherings, 
parties),  and  in  the  presence  of  background  noise 
as  generated  by  appliances  and  air-conditioning 
units. 

Inability  to  hear  creates  stress  which  leads  to 
discomfort,  increased  blood  pressure,  shortened 
attention  span,  headache,  and  apparent  loss  of 
memory.  Furthermore,  intelligibility  drops  as 
levels  of  stress  increase  for  the  listener.® 

Physicians  and  other  health  care  providers  are 
encouraged  to  act  on  this  information  as  they 
attend  to  the  medical  needs  of  elderly  people. 
Being  hospitalized  or  making  an  office  visit  is 
stressful  enough  for  people  concerned  with  their 
impending  health  status,  notwithstanding  their 
inability  to  hear.  Patients  are  unable  to  hear  if 
the  attending  physician  is  not  looking  directly  at 
them.  Adequate  light  is  essential  to  see  facial 
expressions  and  to  allow  for  lip  reading.  Using 
distinct  pronunciation,  slowed  speech,  and  a 
somewhat  louder  voice  is  essential.  Furthermore, 
elderly  people  need  to  be  told  when  there  is  a 
change  in  conversation  to  avoid  confusion.®  They 
should  be  encouraged  to  ask  for  repetition  of 
information  for  better  understanding  of  it. 

Be  aware  of  the  affect  of  background  noise  on 
one’s  inability  to  hear.  The  presence  of  music 
will  make  speech  hard  to  understand.  Attention 
to  the  acoustical  qualities  of  the  environment  is 
essential.  Open  office  spaces  invariably  create 
problems.  Rooms  used  for  conversation  need  to 
be  separated  from  noisy  areas.  Noise  can  be  con- 
trolled through  the  use  of  carpeting  on  two  walls 


or  on  one  wall  and  the  ceiling.  Likewise,  dra- 
peries hung  over  glass  surfaces  are  effective  in 
controlling  high  frequency  ranges.® 

In  consideration  of  residential  settings  other 
environmental  recommendations  become  appar- 
ent. The  use  of  public  telephones  with  amplifi- 
cation devices  are  necessary.  Canned  music  is  po- 
tentially distressing  to  the  sensory  impaired 
person  since  it  creates  a uniform  environment 
dampening  characteristic  sounds  that  serve  to 
identify  a place  (ie,  kitchen,  dining  room,  living 
room). 

Middle  frequency  auditory  signals  should  be 
used  to  back  up  visual  signs.  For  example,  while 
an  elevator  indicates  visually  what  floor  it  is  on, 
it  may  simultaneously  sound  a middle  range  tone 
to  serve  as  redundant  cueing  for  the  resident. 
This  is  most  appropriate  for  buildings  with  six 
floors  or  less. 

Tactile  Sense 

“For  people  who  experience  sensory  decline  in 
vision  and  hearing,  being  in  an  environment  that 
deprives  them  tactually  can  limit  their  potential 
for  mental  and  physical  activity  and  even  pro- 
duce symptoms  of  stimulus  deprivation  and  con- 
fusion.’’" Touching  is  a powerful  nonverbal 
means  of  communication.  It  relieves  stress,  en- 
courages relaxation,  is  a sign  of  acceptance  and 
a vital  means  for  sexual  stimulation. 

I am  reminded  of  numerous  discussions  con- 
cerning negative  staff  response  toward  mastur- 
bation among  elderly  people  in  residential  set- 
tings. Certainly  respect  for  the  privacy  of  the 
elderly  is  essential.  Residents  should  not  be  in 
the  vulnerable  position  of  having  others  barge  in 
on  them  unannounced. 

In  Koncelik’s  book,  “The  Open  Nursing 
Home,’’  he  tells  about  a facility  that  offers  a room 
at  the  end  of  the  corridor,  available  upon  res- 
ervation, for  those  who  wish  added  privacy  dur- 
ing sexual  intimacy.'^  This  type  of  planning  ob- 
viously defeats  its  purpose,  is  unresponsive  to  the 
notion  of  spontaneity,  and  borders  on  being  de- 
humanizing. Butler  reminds  us  that  sexual  ful- 
fillment is  perfectly  normal  and  healthy,  and  can 
go  on  until  the  end  of  life.  Therefore,  attitudes 
concerning  it  on  behalf  of  the  caregiver  and  the 
resident  must  be  positive,  and  in  concert  with 
careful  environmental  planning. 

Hiatt  maintains  that  an  issue  prevailing  in  later 
life  is  not  the  loss  of  touch  but  instead,  the  loss 
of  one’s  touch  partner.’  In  this  instance  physical 
contact  with  objects  and  other  people  becomes 
increasingly  important.  Without  them  self-touch- 
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ing  becomes  more  apparent."  “A  (amiliar  lal)le, 
diesser  or  eoucli  may  be  known  more  by  feel  than 
by  sight.  Rngs  and  wall  hangings  can  add  texture 
to  an  enviiomnent,  as  can  lurnitni  e and  clothing. 
Fnrlhermore,  the  presence  of  j)ersonal  posses- 
sions provides  a stiong  soince  of  sell-alTirma- 
tion.'-^  A riclily  vat  ied  tactile  environment  siiould 
he  j)ossil)le  not  only  in  ])i  ivate,  but  also  in  public 
and  institutional  settings  that  attend  to  long-term- 
care.”'’  In  tei  ins  oT  j)ersonal  interactions,  physical 
distance  narrows,  body  language  tnay  take  on 
tactile  (jualities  and  the  j)er.sonal  sjjace  of  Others 
is  more  likely  to  he  {penetrated. 

Although  the  tactile  system  is  well  {preserved 
in  later  life,  the  elderly  are  the  least  tcpuched  in 
(Pur  society.^  Children  make  c(pntact  with  elderly 
grand{parents  while  adults  tend  to  withdraw  ha.sed 
(pn  their  negative  attitudes  tipward  aging.  Patterns 
(pf  human  ccpntact  are  reversed  for  elderly  resi- 
dents in  instituti(pual  settings  w hereby  the  care- 
givers, as  o{pposed  to  family  members,  dcp  the 
touching  and  prcpvide  the  most  intimate  care." 

riiere  have  been  discussions  in  the  literature 
about  validating  or  legitimizing  touch  (ie,  man- 
icures, hair  care,  shaving,  and  using  lotions).  Ex- 
{perienced  clinicians  have  suggested  that  some 
forms  of  incontinence  may  be  in  fact  motivated 
to  validate  touch. “Persons  who  soil  are  given 
{Professionally  and  socially  a{P {proved  human  ccpn- 
tact in  the  {process  cpf  cleaning  the  body.”"  It  has 
been  suggested  that  grabbing  or  clutching  may 
also  be  overt  signs  of  needing  attention."  Al- 
though {people  differ  in  their  need  tcp  be  tcpuched, 
the  elderly  may  ncpt  have  tcp  be  so  desperate  in 
finding  ways  to  achieve  it  knowing  that  it  is  {part 
of  their  services  {program. 

Touching  for  the  sake  of  communication  and 
social  interchange  in  the  {physician/{patient  rela- 
tionship warrants  discussion.  It  is  recommended 
to  approach  new  {patients  slowly  with  perha{ps  a 
handshake.  Allow  individuals  to  direct  you  to  a 
“comfortable  ccpnversational  distance,”  “good 
side,”  or  “best  ear.”"  Offering  your  hand  tcp  vi- 
sion and/cpr  hearing  impaired  people  tells  them 
that  they  have  your  undivided  attention  and  that 
your  comments  are  intended  for  them.  Kee{p  in 
mind  that  people  with  vision  and  hearing  im- 
{pairments  move  closer  than  usual  tcp  the  person 
with  whom  they  s{peak.  Sometimes  there  is  a tend- 
ency to  take  a step  backward  as  one  moves  closer. 
Leaning  toward  elderly  {pecpple  or  stooping  may 
be  inter{preted  as  being  superior.  The  best  so- 
lution is  to  be  seated  and  establish  eye  ccpntact. 
Patting  the  person  may  be  perceived  as  obliga- 
tory and  too  brief  to  be  enjoyed.  Of  ccpurse. 


grandslanding  affec  lion  for  the  benefit  of  others 
is  condescending.  .Staff  members  in  institutional 
settings  are  sometimes  observed  to  shcpw  oil  their 
willingness  tcp  be  affectionate  through  such  dis- 
{plays." 

Creating  a richer  tactile  environment  includes 
knowledge  fiom  the  research  on  teni{pei ature. 
Elderly  {peo{ple  ies{Poncl  favorably  to  mild,  warm, 
and  cool  slimnli  in  s{pile  of  the  fact  that  they  are 
sensitive  to  tem{perature  extremes  and  have  dif- 
ficulty in  maintaining  a central  bcpcly  teni{pera- 
ture."  Hiatt  offers  some  suggestions  for  creating 
emironmental  variety  ihrcpugh  the  use  of  tem- 
{perature;  “being  {placed  in  warm  sunshine  on  a 
cool  day;  using  slightly  {prewarmed  blankets  or 
sheets  on  chilly  evenings;  cpffering  scpine  ice  in 
beverages  cpn  a warm  clay;  and,  {perha{ps  being 
invcplved  in  activities  that  include  warm  clay,  sand, 
scpil,  cpr  clcpugh.”" 

Kcpncelik  undersccpres  the  ini{pcprtance  cpf  mark- 
ers tcp  identify  {place  thrcpugh  tcpuch,  es{pecially  fcpr 
the  visually  and  hearing  ini{paired.^  Handrails 
with  a grcpcpve  cpii  the  backside  tell  the  traveler 
where  they  are  and  hcpw  tcp  {prcpceed.  Alscp,  the 
texture  cpii  docpr  kncplps  in  an  instituticpnal  setting 
tells  the  resident  if  entry  tcp  an  area  is  safe  cpr 
{permissible.  Research  concludes  that  age  alcpue 
dcpes  not  account  for  diminished  sensitivity  tcp 
tcpuch.  Biological  events  are  instrumental  as  in 
the  case  of:  Parkinson’s  disease,  multi{ple  scle- 
rcpsis,  minor  cardiovascular  events  that  gcp  unncp- 
ticed,  swollen  hands  due  to  reduced  blcpcpd  How, 
arthritis,^  and  {perha{PS  cpthers.  Even  in  these  cir- 
cumstances, new  {possibilities  tcp  stimulate  tactile 
responsiveness  need  to  be  explcpred. 

Taste  and  Olfaction 

Part  of  a discussion  on  the  sensory  systems  of 
taste  and  smell  requires  simultaneous  attention 
because  both  systems  shcpw  apparent  decline  in 
later  life  and  have  some  degree  cpf  interaction. 
At  all  ages,  women  dis{play  a keener  sense  of  taste 
and  smell. ^ Hcpwever,  ability  tcp  accurately  iden- 
tify flavors  and  cpdors  beccpines  less  acute  for  both 
sexes,  with  increasing  age.  Two-thirds  of  our  ca- 
pacity to  taste  depends  upon  our  capacity  to 
smell. ^ Therefore,  a decline  in  one’s  olfactory 
function  further  decreases  one’s  appetite  and  in- 
terest in  food.  This  change  is  considered  to  be 
one  of  the  most  dramatic  responses  to  sensory 
loss.'-* 

Safety  is  affected  by  a decline  in  these  sensory 
systems.  The  inability  to  taste  spoiled  food  and 
detect  smoke  presents  serious  limitations. 

By  the  time  people  reach  the  age  of  65  years. 
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about  50  per  cent  of  their  taste  buds  are  lostd 
However,  a decline  in  the  ability  to  identify  fla- 
vors is  not  likely  to  occur  before  the  late  70s.^ 
baste  receptors  that  identify  sweetness  and  salti- 
ness are  the  first  to  age  while  the  perception  of 
sourness  and  bitterness  are  known  to  function 
well  into  later  life.  Factors  that  compound  taste 
deficits  are  “smoking,  poor  mouth  and  dental 
hygiene,  decline  in  salivation  (occurs  in  later  life), 
receding  gum  lining,  poorly  fitted  dentures,  loss 
of  teeth,  and  nasal  congestion.”^ 

Elderly  people  are  likely  to  enjoy  foods  pre- 
pared with  spices,  herbs,  and  flavors  (ie,  garlic, 
pepper,  horseradish,  mustard,  spearmint,  cloves, 
onion,  and  cinnamon)  to  compensate  for  their 
loss  of  taste.®  These  stimuli  add  variety  to  the 
menu  which  in  turn  contributes  to  better  nutri- 
tion. Attention  to  texture  and  color  further  en- 
hance the  presentation  of  food  and  interest  in  it 
which  becomes  increasingly  important.  Emphasis 
on  these  matters  is  especially  needed  in  institu- 
tional settings. 

Compared  to  young  adults,  elderly  people  have 
found  it  more  difficult  to  identify  objects  of 
smell.'®  Reasons  for  this  sensory  decline  is  not 
exactly  known.  Some  say  it  is  due  to  the  atrophy 
of  olfactory  nerves^  while  others  explain  that  re- 
ceptors to  the  sense  of  smell  may  be  blocked  off 
by  inflammation,  nasal  disease,  or  polyps.®  Smok- 
ers and  those  in  occupational  settings  with  air- 
borne toxic  substances  lose  sensitivity  to  odors 
earlier  than  most  people.  Ability  to  associate  cer- 
tain areas  in  one’s  living  arrangement  with  char- 
acteristic odors  may  cease  to  exist  (ie,  food/ 
kitchen;  deodorant/bathroom).  Not  being  able  to 
detect  body  odors  is  embarassing  and  may  be  the 
reason  for  social  isolation.  Vulnerability  to  un- 
safe situations  may  prevail  as  in  the  case  of  not 
being  able  to  smell  the  additive  put  into  natural 
cooking  gas.  As  a result  of  technological  ad- 
vances, safety  for  the  sensory  impaired  can  be 
enhanced  by  smoke  alarms  with  auditory  and 
visual  cueing  and  devices  to  signal  a gas  leak.® 

Summary 

There  is  an  unprecedented  increase  in  elderly 
people  who  are  85  years  of  age  and  older.  At  this 
point  in  life  multiple  sensory  deficits  become  sig- 
nificant thereby  limiting  their  means  for  gath- 
ering information  and  social  interaction.  Without 
sensory  function  the  world  becomes  inaccessible. 
Therefore,  it  is  extremely  important  to  maximize 
the  quality  of  life  among  the  elderly  through  en- 
vironmental means.  This  will  offset  the  percep- 
tion that  most  elderly  are  cognitively  impaired 


when  in  fact  attention  to  their  sensory  loss 
through  adaptive  environmental  design  can 
maximize  well-being.  Total  wellness  is  dependent 
upon  it. 
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"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 


Service 


Consulting 


Research 


Education 


FORGROmNGNEWENGLANDHMO 


We’re  a non-pro&t,  staff  model  HMO  with 
over  90,000  members,  more  than  100  physicians 
and  a 17-year  history  of  solid  growth.  We 
provide  quality  care  in  our  own  health 
care  centers  in  Rhode  Island,  nearby 
Massachusetts  and  in  Brown 
University  teaching  hospitals. 

We  are  seeking  a BETBC  pri-  - 
mary  care  physician  with  interest  and  skills 
in  administration  to  serve  as  Associate 
Medical  Director  of  our  Lincoln,  Rhode  Island, 
health  care  center 


The  Lincoln  Center  has  been  in  opera- 
tion since  1986  and  serves  over  8,000 
members. 

/ RIGHA  is  located  in  one  of  the  most 
attractive  New  England  areas  with  access 
to  beaches,  boating,  Boston  and  Cape  Cod. 

If  you’re  interested  in  a great  environment 
in  which  to  work,  live  and  raise  a family,  contact: 
Medical  Director 

RIGHA,  Rhode  Island  Group  Health  Association 
Two  Davol  Square,  Providence,  RI  02903 
401-421-4410 


::  RIGHA 

Rhode  Island  Group  Health  Association 
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Carafate"  for  the 
ulcer-prone  NSAID  patient 


i 

1 


i 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers.’  For  those  NSAID 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


i 


1 


ARAFATE* 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  In  a statistically  significant  reduction  in  the  bloavailabillty 
of  these  agents  The  bloavailabillty  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  In  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bloavailabillty 
are  felt  to  be  cntical  for  concomitantly  administered  drugs 

Carcirtogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  expenence  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose  Risks  assoaated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paksof  100  (NDC  0088- 1712-49) 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  1 987;9(4):395-399 
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YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  Is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car-  j 

boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees,  j 

Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine  i 

alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder,  | 

odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous  i 

system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease  j 

sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual  ' 

performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad-  ' 

renergic  blockade  which  may  theoretically  result  in  increased  penile  inflow,  ! 

decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula-  j 
tion  and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood  : 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand  | 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydnatric.  It  may  i 
have  activity  as  an  aphrodisiac.  i 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In  | 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation  ■ 
can  be  offered  of  additional  contraindications  i 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly  | 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  In  . 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a j 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  Include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '2  Also  dizziness,  \ 
headache,  skin  flushing  reported  when  used  orally.'' | 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of  i 
erectile  impotence. ' i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness  ! 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 | 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported  1 
therapy  not  more  than  1 0 weeks . 3 ' 

How  Supplied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  In 
bottles  of  100's  NDC  53159-001-01  and  1000's  f 
53159-001-10. 

References: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 , 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128; 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
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Ectopic  Bone  in  Multinoduiar  Goiter 


George  N.  Tzanakakis,  MD 
Chrisoula  D.  Scopa,  MD 
Michael  P.  Vezeridis,  MD 
Apostolos  Vagenakis,  MD 


Although  ectopic  bone  formation  in  the  thyroid 
has  been  described  in  association  with  neoplasms 
such  as  teratomas®*  and  sarcomas,®*  the  pres- 
ence of  ectopic  bone  in  benign  conditions  of  the 
thyroid  is  a very  rare  phenomenon.  We  describe 
here  a case  of  ectopic  bone  which  was  incidentally 
found  in  the  resected  thyroid  gland  specimen  of 
a patient  with  a non-suppressible  multinodular 
goiter. 

Case  Report 

A 47-year-old  white  female  presented  with  dif- 
fuse enlargement  of  the  thyroid  gland  which  had 
remained  unchanged  for  four  years.  During  the 


George  N.  Tzanakakis,  MD,  is  Staff  Pathologist  with 
the  University  of  Patras,  Patras,  Greece  and  Visiting 
Investigator  at  Brown  University,  Providence,  Rhode 
Island. 


Chrisoula  D.  Scopa,  MD,  is  an  Instructor  in  Pathology 
with  the  University  of  Patras,  Patras,  Greece. 


Michael  P.  Vezeridis,  MD,  is  Associate  Chief  of  Sur- 
gery at  the  VA  Medical  Center  and  Associate  Professor 
of  Surgery  at  Broivn  University,  Providence,  Rhode 
Island. 


Apostolos  Vagenakis,  AID,  is  Professor  and  Chairman 
with  the  Department  of  Medicine,  University  of  Patras, 
Patras,  Greece. 


last  four  months,  while  under  suppression  with 
thyroid  hormone,  the  patient  noticed  an  increase 
in  size  of  the  thyroid  with  exacerbation  of  tra- 
cheal compression  symptoms  in  addition  to  signs 
and  symptoms  of  hyperthyroidism.  A thyroid  scan 
was  performed  which  revealed  an  uptake  of  30 
per  cent,  with  patchy  distribution  throughout  the 
gland.  The  thyroid  hormone  treatment  was  dis- 
continued and  the  symptoms  and  signs  of  hy- 
perthyroidism disappeared.  Three  months  later, 
a thyrotropin-releasing  hormone  (9TRH)  test  was 
performed  which  showed  no  thyroid-stimulating 
hormone  (TSH)  increase  follow  ing  TRH  admin- 
istration, thus  confirming  the  diagnosis  of  a non- 
suppressible  goiter.  Needle  aspiration  w'as  neg- 
ative for  malignancy.  A total  thyroidectomy  was 
performed. 

Gross  examination  disclosed  a thyroid  gland 
measuring  8 x 7.5x4  cm  and  weighing  104  gm. 
Cut  section  showed  heterogeneous  multinodu- 
larity with  some  of  the  coloid-distended  follicles 
appearing  hemorrhagic.  In  addition,  focally 
dense  areas  were  observed.  Located  in  the  center 
of  the  right  lobe  a stony  hard,  pale  gray  region 
measuring  1 .5  x 0.8  x 0.5  cm  was  recognized.  Mi- 
croscopic examination  revealed  multinodular 
goiter  with  focal  areas  of  fetal  adenoma,  and  well 
developed  bone  tissue  (Fig.  1,  2). 

Discussion 

In  man  ectopic  bone  production  is  a rare  phe- 
nomenon. Small  amounts  of  ectopic  bone  are  oc- 
casionally seen  during  routine  autopsies  in  the 
walls  of  arteries  of  elderly  people,  in  old  oper- 
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Fig  1.  Well  developed  bone  tissue  into  the  thyroid  pa- 
renchyma (H&E,  x25). 


Fig  2.  Focus  of  colloid  goiter  (H&E,  x25). 


ation  scars,  and  in  kidneys  that  have  been  the 
site  of  a chronic,  relentless  disease  process.-  Bone 
has  been  described  along  with  cartilage  and  a 
variety  of  other  tissues  in  sarcomas  and  terato- 
matous tumors. 

Experimental  attempts  aimed  at  ectopic  bone 
production  had  limited  success.’  Urist  and  co- 
workers presented  evidence  indicating  that  Bone 
Morphogenic  Protein  (BMP),  a noncollagenous 
protein  found  in  bone  matrix,  is  responsible  for 
the  inductive  effect."  Experiments  utilizing  400- 
1000  cu-fxin  sized  particles  of  bone  matrix  gelatin 
(BMG)  in  multiple  walled  diffusion  chambers 
composed  of  cellulose  resulted  in  the  production 
of  bone  on  the  external  surface,  due  to  diffusion 
of  BMP.  P-Mercaptoethanol  or  dithiothreitol  re- 
duction extinguishes  the  capacity  of  BMG  to  pro- 
duce new  bone  following  implantation  in  a mus- 
cle pouch."*  BMP  has  not  been  completely 
chemically  characterized  but  is  known  to  be  al- 


kali-sensitive, trypsin-labile,”'  '*  and  rich  in  gly- 
cine, asjiartic  acid,  alanine,  phenylalanine  and 
tyi'osine." 

Ectojnc  cartilage  formation  occasionally  ap- 
pears in  association  with  ectoj^ic  osteogenesis.  'Phis 
is  not  siu  jii  ising  since  cells  destined  to  produce 
hone  must  pass  through  an  osteogenic  cell  stage, 
at  which  time  they  could  differentiate  either  into 
hone  or  cartilage.  Ectopic  cartilage  has  been  de- 
scribed in  multinodular  goiter  of  the  thyroid.' 
Ehe  histogenetic  mechanism  of  ectojjic  bone  pro- 
duction in  a s}jecific  microenvironment  remains 
obscure. 
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Delayed  Spontaneous  Splenic  Rupture 
in  Sarcoidosis 


Maurice  M.  Albala,  MD 
Murat  Anamur,  MD 
John  R.  Bernardo,  MD 


Spontaneous  splenic  rupture  is  uncommon  but 
has  been  reported  in  a variety  of  disorders  as- 
sociated with  an  enlarged  spleen  such  as  itdec- 
tious  mononucleosis,  various  hematologic  dis- 
orders, malignant  lesions,  inflammatory 
conditions  and  collagen  vascular  disorders. ' 
Sarcoidosis  involves  the  spleen  with  relative  fre- 
quency."’*^ Few  reports  of  spontaneous  splenic 
rupture,  however,  have  been  published  in  asso- 
ciation with  this  condition.'^’  We  report  one 
patient  with  documented  disseminated  sarcoid- 
osis who  developed  spontaneous  splenic  rupture 
following  surgery  for  an  abdominal  hernia.  At 
splenectomy,  it  was  found  that  the  spleen  was 
extensively  involved  with  sarcoid  granulomata. 
There  were  multiple  rupture  sites  associated  with 
areas  of  necrosis  felt  to  be  jiathologically  related 
to  the  sarcoid  granulomatous  lesions. 

Case  Report 

A 57-year-old  female  was  admitted  to  the  hos- 
pital on  6/30/88  for  repair  of  a ventral  incisional 
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Murat  Anamur,  MD,  is  with  the  Department  of  Aled- 
icine  at  Rhode  Island  Hospital,  Providence,  Rhode 
Island. 


John  R.  Bernardo,  MD,  is  with  the  Department  of 
Surgery  at  Rhode  Island  Hospital,  Providence,  Rhode 
Island. 


hernia  of  four  years  duration.  A diagnosis  of 
sarcoidosis  was  made  eight  years  previously  and 
since  that  time  she  had  been  on  low  dose  steroid 
therapy.  She  had  a partial  gastrectomy  for  peptic 
ulcer  disease  thirteen  years  ago. 

Physical  examination  revealed  a mildly  obese 
female  in  no  distress.  Head,  Ear,  Nose  and  Throat 
(HEN'F)  examination  showed  no  abnormalities. 
No  adenojjathy  was  mjted.  Abdominal  exami- 
nation was  normal  except  for  a reducible  upper 
abdominal  hernia.  Fhe  spleen  tip  was  palpable 
on  deej)  inspiration.  WBC  was  5,500/cu  mm,  dif- 
ferential was  normal,  hematocrit  42.6  per  cent 
and  hemoglobin  13.4  per  cent.  Platelets  were 
normal.  Urinalysis  was  normal.  Electrocardi- 
ogram was  normal.  CMV  and  EBV  titers  were 
normal. 

Surgical  repair  of  the  hernia  was  performed 
with  limited  intra-abdominal  exploration  be- 
cause of  the  presence  of  adhesions.  Ajjproxi- 
mately  ten  hours  after  surgery  the  patient  be- 
came diaphoretic  and  lethargic.  Blood  pressure 
was  unobtainable.  During  the  hypotensive  epi- 
sode, blood  counts  showed  a sharp  drop  in  the 
hemoglobin  from  13  gms  per  cent  to  6.8  gms  per 
cent.  Hematocrit  dropped  to  25  per  cent.  Platelet 
count  and  WBC  count  were  unchanged.  The  pa- 
tient became  hemodynamically  stable  following 
blood  transfusions  and  fluid  replacement. 

Forty-eight  hours  after  this  episode,  the  pa- 
tient experienced  a similar  episode  characterized 
by  hypotension,  unresponsiveness,  diaphoresis, 
tachycardia,  nausea,  left  upper  quadrant  pain, 
vomiting  and  dizziness.  She  was  given  a fluid 
challenge  with  good  hemodynamic  response. 
Work-up  for  myocardial  infarction,  pulmonary 
embolism  and  sepsis  was  negative.  A CT  scan  of 
abdomen  showed  focal  defects  in  the  spleen  felt 
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to  he  consistent  with  splenic:  infarc  ts.  In  addition, 
there  was  evidenee  of  f ree  fluid  in  tlie  alxloininal 
cavity. 

At  surgery,  a splenic  rupture  witfi  intraal)dom- 
inal  l)leeding  was  confirmed.  Following  splenec- 
tomy the  patient  recovered  uneventfully. 

At  laparotomy  a 550  gm  spleen  was  removed. 
There  were  seveial  linear  tears  of  the  capsule, 
the  largest  of  which  measured  f3  cm  and  was 
partially  stripped  away  from  the  undei  lying  j)a- 
renchyma.  There  were  multijtle  suhcapsular  and 
parenchymal  hematomas  as  well  as  an  irregular 
3 X 1.5  X 1.3  cm  rubbery  indurated  focus  ad- 
jacent to  the  capsule.  There  was  a O.b  cm  ovoid, 
yellow  calcif  ied  nodule  adjacent  to  the  indurated 
focus  j)reviously  mentioned.  Microscopically,  dif- 
fuse non-caseating  granulomata  consistent  with 
sarcoidosis  were  present.  There  were  discrete 
capsular  ruptures  with  underlying  hemorrhage, 
slight  necrosis  and  multiple  granulomata.  There 
was  no  evidence  of  vasculitis.  Stains  for  acid  fast 
and  fungal  organisms  were  negative. 


Fig  1.  Spleen;  Low-power  photograph  of  rupture  site 
with  associated  granulomata  and  necrosis. 


Discussion 

A number  of  infections  have  been  associated  with 
non-traumatic  spontaneous  splenic  rupture  in- 
cluding infectious  mononucleosis,'^  ® infective  en- 
docarditis,'® hepatitis  A,”  chicken  pox,'*  ma- 
laria,'^ aspergillus-"  and  influenza.^'  Less 
frequently  spontaneous  splenic  rupture  is  the  re- 
sult of  splenic  infiltration  by  leukemia,*' 
lymphoma^*  or  primary  hemangiosarcoma.^  In 
disorders  such  as  systemic  amyloidosis  and  col- 
lagen vascular  disorders,  splenic  rupture  has 
been  thought  to  result  from  subcapsular  hemor- 
rhage due  to  vascular  involvement  within  the 
spleen.'  Sarcoidosis  involves  the  spleen  with 
relative  frequency'®  although  marked  splenic  en- 


Fig 2.  Contrast  enhanced  axial  CT  image  of  abdomen: 
Low  density  intraparenchymal  splenic  hematoma  with 
associated  perisplenic  and  perihepatic  fluid. 


largement  is  rare.  Splenic  rupture  commonly  has 
an  acute  onset  characterized  by  sudden  hypoten- 
sion, a sharp  decline  in  the  hemoglobin  concen- 
tration and  frequently  abdominal  or  left  upper 
quadrant  tenderness.  Diagnosis  of  this  compli- 
cation may,  however,  be  quite  difficult.  Plane  ra- 
diography yields  little  information.  Ultrasonog- 
raphy has  been  useful  and  is  commonly  employed 
as  a primary  method  of  examination;  however, 
the  pleural  angle  and  the  ribs  may  impair  visu- 
alization of  the  spleen.  Abnormal  CT  findings 
are  described  and  in  one  series  abnormalities  were 
observed  in  all  cases  in  which  splenic  rupture  was 
confirmed  at  surgery. The  findings  included 
irregularity  of  splenic  parenchyma  with  hypo- 
dense  or  hyperdense  areas  which  are  not  en- 
hanced by  contrast  material.  In  addition,  sub- 
capsular fluid  belt  and  free  fluid  in  the  abdominal 
cavity  are  common  features.  These  findings 
should  be  recognized  in  patients  with  enlarged 
spleen  who  develop  abdominal  or  left  upper 
quadrant  tenderness  and  a decline  in  the  hemo- 
globin concentration.  A number  of  mechanisms 
have  been  considered  to  cause  splenic  rupture  in 
addition  to  trauma.  These  include  splenic  in- 
farction, vascular  fragility,  associated  coagu- 
lopathy and  mechanical  distention  due  to  infil- 
tration or  vascular  congestion  of  the  spleen.  In 
our  patient  no  clear  cut  mechanism  for  the  splenic 
rupture  could  be  invoked.  In  some  instances,  sar- 
coidosis is  associated  with  a granulomatous 
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vasculitis^‘^  which  could  lead  to  parenchymal 
hemorrhage  and  subcapsular  hematomas  with 
subsequent  rupture.  However,  extensive  and  me- 
ticulous examination  of  the  spleen  failed  to  dis- 
close any  evidence  of  sarcoid  granulomatous  vas- 
culitis. Although  this  complication  is  extremely 
rare,  it  is  important  to  be  aware  that  spontaneous 
splenic  rupture  may  occur  in  a patient  with  splenic 
sarcoidosis  so  that  appropriate  treatment  be  in- 
itiated promptly. 
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K-IURIS* 

(potassium  chloride)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1,  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  lor  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  Ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g,,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  Is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  In  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity,  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safely  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  (actors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4,  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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HAS  YOUR '^PAGING  COMPANY 
SOLD  YOU  MORE  THAN  YOU  NEED? 


If  your  paging  company  didn’t  take  the  time  to 
analyze  your  needs,  you  may  be  paying  too  much 
or  getting  too  little. 

At  MetroNet,  we  believe  in  giving  you  a 
system  that  fits.  So  we  start  by  analyzing 
your  needs  - thoroughly.  Before  we  recom- 
mend a paging  system,  we  learn  all  we  can 
about  your  business  - including  who  leaves 
messages  and  how  you  handle  them. 

Next,  we  custom-tailor  a system  to  meet 
those  needs.  We  assign  a MetroNet  team 
to  your  project.  Before  you  ever  receive 
the  first  bill,  they’ll  call  to  check  on  how 
your  system  is  working.  They’ll  visit  your 
location,  brief  your  staff,  and  handle  your 
inquiries -before,  during,  and  long  after 
the  sale. 

And  the  systems  themselves?  They’re 


based  on  today’s  technology  - not  yesterday’s  - with  a 
product  range  that  includes  ultra-high-frequency  900 
MHz  pagers  with  a signal  superior  to  anything  else 
out  there. 

With  technology  like  this,  most  requests  for 
customer  service  are  handled  with  a simple 
phone  call.  But  when  service  is  required, 
MetroNet  will  respond  in  two  hours  or  less. 

If  your  paging  company  hasn’t  been  giving 
you  exactly  what  you  need,  move  up  to 
MetroNet.  Call  today:  1-800-443-4032 
MetroNet. 

Or  you  'll  never  know  what  you  're  missing. 


“The 

Business  Lifesaver" 


We  feature  state-of-the-art  and  easy-to-use  pagers  from 
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280  Kinsley  Avenue,  Providence,  RI  0290.3 
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Monday,  8 a.m. 

The  weekend  was  perfect. 

You  found  your  dream  vacation  home. 
You  call  your  Private  Banker. 

You ' re  all  set . 


A Hospital  Trust  Private  Banker  can  provide  the  financial  resources  you  need  in 
hours,  not  days.  And,  usually,  your  financial  options  can  be  accessed  through  a simple 
telephone  call. 

You  have  worked  hard  to  achieve  significant  income  and  growing  assets.  Now  you 
require  a financial  resource  that  is  available  whenever  you  need  it. 

Call  Private  Banker  Richard  Kuntemeier,  Senior  Vice  President,  401-278-7648.  For  the 
service,  the  creativity,  the  resources. 


THE  PRIVATE  BANK 
Hospitanhist 

We  Want  To  Help" 

A Bank  of  Boston  Company 


Member  l-l)IC 


Equal  Opportunity  Lender 
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Health  Care  Needs  of  Homeless  and 
Runaway  Youths 

AMA  Report  of  the  Council  on  Scientific  Affairs 


Large  number  of  homeless  and  runaway  adoles- 
cents roam  the  streets  of  this  country,  and  they 
can  be  found  in  any  major  city.  However,  little 
is  known  about  them,  their  needs,  or  their  ex- 
periences. In  fact,  the  issues  surrounding  home- 
less adolescents  generally  are  either  ignored  or 
altogether  unknown,  and,  when  acknowledged, 
are  most  often  discussed  in  terms  of  homeless 
families  with  children,  not  as  independent  youths 
with  no  homes  to  which  they  can  return.  Much 
of  what  is  documented  about  such  youths  can  be 
found  in  movies  such  as  Streetwise  and  Pixot,  both 
of  which  are  available  in  video  form,  or  in  news- 
papers and  magazines  such  as  Parade.' 

The  Homeless  Adolescent  Population 

Like  estimates  of  the  homeless  population  in  this 
country, ^ estimates  of  the  number  of  homeless 
and  runaway  youths  vary  widely.  Most  of  the 
work  in  this  area  has  focused  on  runaways;  al- 
most none  has  examined  other  homeless  adoles- 
cents. Using  data  collected  in  a probability  sam- 
ple of  US  households,  the  number  of  runaways 
in  this  country  has  been  estimated  to  be  between 
5 19,000  and  635,000  annually.^  Others  estimated 
the  number  of  runaways  to  be  at  least  one  million 
annually  and  perhaps  in  excess  of  two  million.^ 
Most  runaways  return  home  within  a week,  but 
substantial  numbers  stay  away  longer.  One  in  20 
is  estimated  to  be  gone  for  more  than  a year.*^ 
Corresponding  figures  for  homeless  youths  are 
rare.  Robertson  indicates  that  there  are  one  mil- 
lion adolescents  living  on  the  streets,  most  of 
whom  do  not  receive  any  help  from  any  service 
agency.’^  Shaffer  and  Caton  estimate  that  about 
one-half  of  one  per  cent  of  New  York  City’s  teens 
between  the  ages  of  12  and  17  use  a shelter  an- 
nually.® If  applicable  to  the  entire  country,  this 
means  that  more  than  100,000  adolescents  in  this 
age  group  sleep  overnight  in  a shelter  in  a one- 
year  period.  However,  most  authorities  agree  that 


adolescents  are  relatively  unlikely  to  use  shelters, 
preferring  instead  to  stay  on  the  streets  or  with 
friends  and  relatives. 

The  extent  to  which  the  populations  of  home- 
less adolescents  and  runaways  overlap  is  un- 
known, partly  because  there  are  no  commonly 
agreed  upon  definitions  of  these  terms.  Runa- 
ways are  most  often  thought  of  as  having  vol- 
untarily left  their  homes,  choosing  to  live  apart 
from  their  families.  Homeless  adolescents  would 
probably  be  regarded  as  those  who  are  involun- 
tarily without  shelter.^ 

These  distinctions,  however,  are  at  best  arti- 
ficial. At  worst,  they  contribute  to  the  lack  of 
understanding  surrounding  issues  of  teen  home- 
lessness. Adolescents  are  more  likely  to  consider 
themselves  homeless  than  they  are  to  regard 
themselves  runaways.  For  example,  among  118 
runaways  (legally  defined)  in  New  York  shelters, 
56  per  cent  considered  themselves  either  home- 
less or  both  runaway  and  homeless,®-®  that  is,  they 
have  no  home  to  which  they  feel  they  are  able 
or  willing  to  return.  Furthermore,  the  likelihood 
of  defining  oneself  as  homeless  increases  with 
age,®  although  this  is  influenced  to  some  extent 
by  the  fact  that,  by  most  legal  definitions,  one’s 
status  as  a runaway  ends  at  age  18. 

A number  of  investigators  report  that  large 
numbers  of  adolescents  are  the  victims  of  abuse 
at  the  hands  of  their  parents  or  guardians,  and 
many  leave  home  for  this  reason.®  '^  Other  home- 
less youths  have  been  rejected  by  their  families. 
Cullotta,  for  example,  reports  that  nearly  one- 
cjuarter  of  the  youths  in  a shelter  for  runaways 
were  forced  out  of  their  homes  by  their  parents, 
and  nearly  one-half  were  teens  who  had  been 
unable  to  find  satisfactory  arrangements  through 
a state  or  local  social  service  agency.'®  Lhider  such 
circumstances,  it  can  hardly  be  surprising  that 
many  homeless  adolescents  consider  themselves 
homeless  and  not  runaways. 
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Health  Care  Needs 

Like  other  j)eo])le,  homeless  adolescents  occa- 
sionally need  medical  treatment.  I lowever,  issues 
ol  money,  permission,  and  conlidentiality  Ire- 
c]uently  conllict  with  a youth’s  need  lor  treat- 
ment. As  a result,  medical  care  is  olten  unavail- 
able, and  delays  in  seeking  treatment  aie 
common.  Lhe  ha/y  legal  status  ol  minors  also 
precludes  j)rompt  and  lull  treatment.'’  Further- 
more, guidelines  lor  the  treatment  of  such  youths 
are  virtually  nonexisleut,  and  this  further  com- 
plicates efforts  to  provide  care.  To  date,  we  have 
found  only  one  shelter  that  has  assembled  a pro- 
t(K()l  for  the  treatment  of  the  complaints  that 
homeless  and  runaway  youths  are  likely  to  pres- 
ent, and  that  protocol  is  used  only  in  the  medical 
van  operated  by  the  shelter.'^ 

The  health  issues  surrounding  homeless  youths 
are  not  unlike  the  health  issues  facing  the  home- 
less pojjulation  in  general.  At  the  same  time,  ad- 
olescents tend  to  be  somewhat  more  healthy  by 
virtue  of  their  age  and  the  fact  that  the  average 
time  they  have  been  on  the  streets  is  less  than  it 
is  for  homeless  adults.  The  health  problems  faced 
by  homeless  adolescents  can  be  grouped  into  six 
areas:  nutrition,  substance  abuse,  psychiatric 
problems,  physical  complaints  (especially  those 
related  to  exposure  and  hygiene),  sex-related 
medical  concerns,  and  problems  associated  with 
victimization  and  abuse. 

Nutrition:  Just  as  it  is  for  the  homeless  popu- 
lation in  general,  the  supply  of  food  is  often  in- 
adequate for  homeless  adolescents.  Nutritional 
deficiencies  are  common  in  the  homeless  popu- 
lation,"’ and  large  numbers  of  runaways  have 
difficulty  meeting  this  basic  need.'"  Clinics  that 
serve  runaway  and  homeless  adolescents  fre- 
quently note  the  inadequate  nutrition  of  their 
clients.'®  This  situation  also  has  frightening  im- 
plications for  the  health  and  well-being  of  chil- 
dren born  to  homeless  adolescent  females,  among 
whom  pregnancy  is  fairly  common. 

Substance  Abuse:  Compounding  problems 
caused  by  inadequate  nutrition  are  high  rates  of 
alcohol  and  drug  abuse  among  these  youths. 
Large  numbers  of  runaways  reportedly  drink 
regularly,  and  up  to  one-half  have  diagnosable 
alcohol  problems.'’  The  abuse  of  other  drugs  is 
also  common,  especially  in  the  central  parts  of 
major  cities  where  homeless  youths  are  likely  to 
congregate.  For  example,  in  a study  in  New  York 
City,  70  per  cent  of  the  runaw'ays  admitted  to 
using  illegal  drugs,  and  some  admitted  to  being 
addicted.  Most  substance  abuse  programs  do  not 


have  adolescents  in  iheir  j)iogiams,  and  the  ma- 
jority in  fact,  exclude  adolescents. 

Mental  Health:  Cilosely  l elated  to  the  j^rohlems 
of  substance  abuse  are  high  rates  of  jjsychiatric 
(list lu  bailees  among  homeless  youths.  Most  re- 
search on  the  homeless  mentally  ill  has  focused 
on  the  effects  of deinstitutionalization  in  adults, 
hut  homeless  adolescents  are  also  afflicted  by 
mental  health  problems.  1 hese  jjroblems  affect 
large  members  of  adolescents  in  the  general  pop- 
ulation,'® and,  given  the  dif  ficulties  (jf  life  on  the 
street,  it  is  likely  that  relatively  more  homeless 
youths  suffer  from  these  jiroblems. 

According  to  researchers,  the  most  connmjn 
mental  health  problems  in  homeless  adolescents 
are  (lej)ression  and  self-destructive  behavior,  in- 
cluding suicide.®-  " Antisocial  behavitjr  is  also 
commonly  reported,®  although  it  is  unclear 
whether  runaways  are  more  likely  to  engage  in 
such  behaviour  (jr  w'hether  th(jse  who  commit  an- 
tisocial acts  are  more  likely  to  run  away.  A num- 
ber (3f  researchers  argue  that  running  away  is  a 
coping  mechanism  for  troubled  adolescents."^-^" 
If  c(jrrect,  it  seems  likely  that  runaw'ays  are  cop- 
ing with  their  prior  behavioral  problems  by  run- 
ning away  and  that  later  antisocial  acts  are  a con- 
tinuation of  previously  established  behavioral 
patterns. 

Physical  Health:  Physical  health  problems  are 
also  common  in  this  population.  Living  on  the 
streets  not  only  subjects  these  youths  to  otherwise 
avoidable  stressors  such  as  the  weather,  but  it  also 
poses  dif  f iculties  for  routine  tasks  associated  with 
one’s  personal  hygiene.  Exposure  to  the  ele- 
ments, the  lack  of  sleeping  quarters,  and  the  ab- 
sence of  a clean  domicile  all  contribute  to  physical 
ailments. 

The  most  commonly  reported  ailments  in  this 
group  are  general  malaise  and  musculoskeletal, 
gastrointestinal,  and  genitourinary  problems.'’- '® 
Injuries  such  as  broken  bones  are  not  infrequent. 
Among  homeless  children  under  16  who  were 
seen  by  medical  providers  as  part  of  the  Robert 
Wood  Johnson  Foundation/Pew  Memorial  Trust 
Health  Care  for  the  Homeless  program,  the  most 
common  complaints  were  upper  respiratory  in- 
fections, minor  skin  ailments,  and  gastrointes- 
tinal problems. Unfortunately,  in  the  data  from 
this  program,  older  adolescents  are  included  in 
a category  that  encompasses  those  up  to  age  29, 
so  information  on  adolescents  is  not  available. 

Sexual  Health:  Included  in  genitourinary  dis- 
orders are  both  pregnancy  and  sexually  trans- 
mitted diseases.  Runaway  and  homeless  youths 
are  without  doubt  sexually  active,  possibly  more 


184 


Rhode  Island  Medical  Journal 


so  than  other  adolescents.  Data  from  a decade 
ago  suggest  that,  on  average,  runaway  girls  ex- 
perience intercourse  two  to  four  years  earlier  than 
teenaged  girls  living  at  honie.^^  Moreover,  large 
numbers  of  adolescent  homeless  girls  become 
pregnant.  Shaffer  and  Caton  found  that  one- 
third  of  the  female  runaways  they  interviewed 
either  were  or  had  been  pregnant  at  least  once.** 
In  the  Health  Care  for  the  Homeless  program’s 
first  year,  nearly  one-quarter  of  the  females  aged 
16  to  19  were  pregnant  on  their  first  visit  to  a 
physician  or  became  pregnant  during  the  year; 
the  figure  for  those  who  had  ever  been  pregnant 
would  be  even  larger.  Of  course,  figures  for  those 
ever  pregnant  are  inflated  somewhat  by  the  fact 
that  some  girls  run  away  or  are  thrown  out  of 
their  homes  after  they  become  pregnant.  Con- 
traceptive use  among  such  youths  is  uncommon.** 

Sexually  transmitted  diseases  are  common  in 
both  boys  and  girls.  Data  from  runaways  held  in 
Los  Angeles  detention  facilities  indicate  that  about 
one-third  of  the  girls  have  some  venereal  disease 
at  the  time  of  their  detention,®  but  this  figure 
may  be  high  since  other  researchers  have  re- 
ported rates  that  are  closer  to  the  rate  for  the 
general  population,  about  1.5  per  cent.**  -' 

Among  the  sexually  transmitted  diseases,  there 
is  special  concern  about  AIDS.  More  than  12,000 
cases  of  AIDS  have  been  reported  in  people  aged 
20  to  29,  and  the  virus  is  believed  to  have  an 
incubation  period  of  three  to  five  years.*-’**  If  cor- 
rect, a substantial  number  of  adolescents  must 
be  infected  with  the  virus,  and,  given  their  level 
of  sexual  activity,  homeless  adolescents  represent 
a high-risk  group.  (Data  presented  recently  at  the 
Fourth  International  Conference  on  AIDS  in 
Stockholm  suggest  that  the  incubation  period  of 
the  virus  may  be  as  much  as  eight  years  in  which 
case  an  even  larger  number  of  persons  may  have 
become  infected  with  the  virus  during  adoles- 
cence.) Furthermore,  a significant  number  of 
homeless  youths  report  having  engaged  in  ho- 
mosexual behaviors,  which  further  increases  their 
risk  of  AIDS.®- 24 

Victimization:  Another  factor  related  to  the  level 
of  sexually  transmitted  diseases  among  homeless 
adolescents  is  the  degree  to  which  they  are  vic- 
timized by  others.  Nearly  two-thirds  of  the  run- 
away and  homeless  youths  studied  by  Kufeldt 
and  Nimmo  had  been  approached  and  asked  to 
engage  in  some  illegal  activity.*^  (The  authors  did 
not  collect  data  on  the  level  of  participation  in 
such  behavior  because  of  concerns  about  confi- 
dentiality.) Unfortunately,  their  lack  of  market- 
able skills  and  their  status  as  minors  leave  home- 


less youths  with  few  legitimate  alternatives  to 
illegal  activities.  Participation  in  these  activities, 
however,  subjects  them  to  a variety  of  risk,  in- 
cluding disease  and  both  physical  and  psycho- 
logical trauma. 

Large  numbers  of  homeless  adolescents  are  in- 
volved in  illegal  drug  trade,  prostitution,  and 
pornography,  and  many  were  subjected  to  sexual 
or  physical  abuse  before  they  became  homeless.'^ 
Some  900, OOO  youths,  two-thirds  of  whom  are 
female,  are  involved  in  prostitution;  their  aver- 
age age  is  15.®  Nearly  four-fifths  of  adolescent 
female  prostitutes  may  be  runaways,  and  a sizable 
number  of  young  male  prostitutes  are  runaways 
as  well.® 

The  role  that  prior  victimization  plays  in  cre- 
ating runaway  youths  who  consider  themselves 
homeless  cannot  be  overstated.  Teenage  girls 
have  frequently  been  sexually  abused  by  family 
members  in  their  homes, and  physical  abuse  is 
also  common.  Indeed,  the  level  of  physical  abuse 
in  runaways  has  been  reported  to  be  as  severe  as 
among  adolescents  under  the  care  of  child  pro- 
tective services  or  seen  in  hospital  child  abuse 
clinics. 2®-  2*5 

Providing  Health  Care 

Providing  treatment  for  the  health  problems  of 
homeless  adolescents  is  complicated  by  the  very 
behaviors  associated  with  homelessness.  Most  of 
these  youths  believe  that  without  the  money  to 
pay  for  treatment,  medical  care  is  unavailable  to 
them.  Additionally,  most  homeless  adolescents 
are  untrusting  of  authority  figures  such  as  phy- 
sicians, delay  seeking  medical  attention  until 
problems  become  so  severe  that  help-seeking  can 
no  longer  be  postponed,  and  neglect  to  return 
for  follow-up  care.®- 

While  little  can  be  done  about  the  latter  two 
factors,  some  authorities  have  suggested  that 
health  care  providers  could  improve  their  inter- 
action with  youths  and  thereby  improve  compli- 
ance and  encourage  return  visits.  In  general, 
providers  are  advised  to  treat  such  patients  in  as 
nonjudgmental  and  nonthreatening  a way  as 
possible  and  to  encourage  the  patient  to  fully 
discuss  his  or  her  health  complaint  and  the  rea- 
sons for  his  or  her  homelessness.  Insofar  as  pos- 
sible, maximum  treatment  should  be  given  at  the 
initial  visit  since  the  adolescent’s  return  cannot 
be  expected  with  any  certainty.®- 2’  In  addition, 
some  advocates  for  runaway  youths  believe  that 
health  care  providers  should  form  linkages  with 
programs  that  serve  youths  so  that  they  can  be- 
come knowledgeable  about  the  particular  needs 
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()1  such  youths  and  aware  of  resources  iu  tlieir 
locales. 

Legal  ConsideraUoyis:  Notwithstaudiug  the  ef- 
forts of  individual  jjroviders,  however,  signifi- 
cant harriers  to  treatment  remain  because  of  the 
(juestionahle  legal  status  of  homeless  adolescents. 
Board  of  Trustees  Report  LL  (y\-8())  noted  that 
adolescents  who  are  outside  the  guardianship  of 
a family  are  often  barred  from  health  care  by 
the  inability  to  give  legal  consent  as  well  as  by  the 
lack  of  documentation  that  would  enable  them 
to  qualify  for  public  assistance  programs. 

At  the  same  time,  all  states  allow  some  care  to 
be  provided  to  minors  without  parental  consent 
under  certain,  often  specializecl,  circumstances. 
For  example,  under  Illinois’  Good  Samaritan  Act 
a physician  can  treat  a minor  if  three  conditions 
are  met:  the  condition  is  life  threatening,  the 
physician  has  had  no  prior  contact  with  the  pa- 
tient, and  there  is  no  charge  for  the  services  pro- 
vided.Nearly  all  states  allow  minors  to  be  treated 
for  venereal  disease  without  parental  consent, 
and  both  federal  and  state  laws  have  been  en- 
acted to  permit  children  to  receive  treatment  for 
such  problems  as  drug  and  alcohol  abuse  without 
parental  consent. 

Similarly,  providing  counseling  services  to  a 
minor  without  the  consent  of  his  or  her  parents 
is  more  than  likely  permissible.  Liability  would 
probably  be  limited  to  those  cases  in  which  the 
care  is  so  outrageous  as  to  be  “beyond  any  tol- 
erable boundaries  of  human  conduct.”^®  In  fact, 
in  the  case  of  counseling  by  a mental  health 
professional,  there  are  no  reported  cases  of  lia- 
bility for  providing  care  to  a minor  without  pa- 
rental consent.^® 

Several  states  also  have  passed  laws  defining 
emancipated  minors  — a status  that  probably  ap- 
plies to  many  homeless  adolescents.  These  laws 
permit  adolescents  to  consent  to  medical  treat- 
ment if  the  physician  provides  full  disclosure  and 
ensures  the  patient’s  understanding  of  the  pro- 
cedure and  its  consequences.  In  general,  an 
emancipated  minor  is  living  apart  from  his  or 
her  parents,  with  or  without  their  consent  and, 
in  addition,  is  self-supporting  and  managing  his 
or  her  own  financial  affairs. Where  specific  leg- 
islation has  not  been  enacted,  arguments  for 
emancipated  minors  can  be  found  in  common 
law.^®  Youths  meeting  the  definition  of  an  eman- 
cipated minor  may  be  able  to  consent  to  treat- 
ment. According  to  Croxton,  there  are  no  re- 
ported cases  imposing  liability  on  a physician  or 
hospital  for  failing  to  obtain  parental  consent 
where  the  minor  was  at  least  15  years  old.^® 


Recommendations 

Experts  generally  agree  that  homelessness  among 
adolescents  is  increasing.  However,  data  on  the 
extent  of  the  problem  of  homelessness  in  ado- 
le.scents  is  sorely  lacking.  For  example,  the  num- 
ber of  such  youths  is  unknown,  knowledge  of 
their  health  care  needs  is  based  more  on  spec- 
ulation and  anecdotal  information  than  on  hard 
data,  and  differences  between  the  adult  and  ad- 
olescent homeless  populations  are  glossed  over. 
Virtually  nothing  is  known  about  the  needs  of 
subgroups  within  the  adolescent  homeless  pop- 
ulation or  about  what  happens  to  these  youths 
as  they  age.  Undoubtedly,  some  of  these  children 
die  on  the  streets. 

In  addition,  few  specifics  are  really  known 
about  the  health  care  needs  of  these  youths.  Med- 
ical care  for  homeless  adolescents  is  generally 
considered  to  be  inadequate  for  a variety  of  rea- 
sons, including  a shortage  of  facilities,  the  be- 
havior of  the  adolescents  themselves,  the  ability 
of  providers  to  deal  with  such  youths,  and  legal 
complications  of  providing  treatment,  but  again, 
there  is  a dearth  of  scientific  data  on  these  issues. 
For  those  youths  who  do  come  into  contact  with 
service  providers  or  agencies,  there  is  little  in- 
formation on  treating  their  needs.  Guidelines  for 
the  treatment  of  such  youths  are  virtually  non- 
existent, and  those  guidelines  that  do  exist  are 
not  widely  known.  These  issues  merit  close  study. 

In  view  of  these  conditions,  the  Council  on 
Scientific  Affairs  recommends  that  the  American 
Medical  Association: 

1.  Urge  that  a national  study  that  would  provide 
accurate,  timely  and  reliable  data  on  homeless 
adolescents  be  funded  by  an  appropriate  gov- 
ernment agency; 

2.  Consider  conducting  a pilot  study  of  the  health 
care  needs  of  homeless  youths  in  a major  city 
to  provide  physicians  with  solid,  baseline  data 
on  this  issue; 

3.  Explore  the  feasibility  of  establishing  a pro- 
tocol to  be  used  in  the  evaluation  and  treat- 
ment of  homeless  youth; 

4.  Disseminate  information  on  the  lack  of  treat- 
ment facilities  and  health  care  providers  for 
treating  homeless  youths; 

5.  Encourage  state  medical  societies  to  deter- 
mine the  extent  of  treatment  possible  under 
state  laws,  to  inform  physicians  of  the  laws 
and  regulations  affecting  the  treatment  of  mi- 
nors, especially  those  who  are  homeless,  and 
to  form  linkages  with  statewide  youth  advo- 


186 


Rhode  Island  Medical  Journal 


cacy  groups  to  develop  protocols  for  the  treat- 
ment of  troubled  youths; 

6.  Encourage  local  medical  societies  to  develop 
and  publicize  lists  of  local  and  regional  re- 
sources that  can  assist  homeless  adolescents, 
to  provide  this  information  to  local  physicians, 
and  to  establish  links  with  providers  of  youth 
services  in  order  to  improve  knowledge  of  the 
needs  and  limitations  of  the  youths  them- 
selves and  physicians  who  provide  care. 


The  above  proposals  from  Report  D of  the  Council  on 
Scientific  Affairs  were  adopted  by  the  AMA  House  of 
Delegates  at  its  Interim  Meeting  held  in  Dallas,  Texas, 
December  4-7,  1988. 


References 

‘ Satchell  M:  Kids  for  sale.  Parade  1986;July  20,  1986:4-6. 

^ Marwick  C:  The  “sizable”  homeless  population:  A growing  chal- 
lenge for  medicine.  yaAM  1985;253:3217-3225. 

^ Select  Committee  on  Children,  Youth,  and  Families,  House  of 
Representatives:  The  Crisis  in  Homelessness:  Effects  on  Children  and 
Families.  W'ashington,  DC,  US  Government  Printing  Office,  1987. 

* Opinion  Research  Corporation:  National  Statistical  Survey  on  Run- 
away Youth.  Princeton,  NJ,  Opinion  Research  Corporation,  1976. 

= Davidson  H:  Missing  children:  A close  look  at  the  issue.  Child 
Today  1986;  15(4):26-30. 

® Manov  A,  Lowther  L:  A health  care  approach  for  hard-to-reach 
adolescent  runaways.  Nurs  Clin  North  Am  1983;18:333-342. 

’ Robertson  JM:  Homeless  adolescents:  A hidden  crisis.  Hasp  Com- 
munity Psychiatry  1988;39:475. 

* Shaffer  D,  Caton  CUM:  Runaway  and  Homeless  Youth  in  New  York 
City:  A Report  to  the  Ittleson  Foundation.  New  York,  Division  of 
Child  Psychiatry,  New  York  State  Psychiatric  Institute  and  Co- 
lumbia University  College  of  Physicians  and  Surgeons,  1984. 

® Caton  CUM:  The  homeless  experience  in  adolescent  years,  in 
Bassuk  EU  (ed):  The  Mental  Health  Needs  of  Homeless  Persons.  New 
Directions  for  Mental  Health  Services,  no  30,  San  Francisco, 
Jossey-Bass,  1986. 

Gullotta  T:  Runaway:  Reality  or  mvth.  Adolescence  1978:13:543- 
549. 

" Gutierres  SE,  Reich  JW:  A developmental  perspective  on  run- 
awav  behavior:  Its  relationship  to  child  abuse.  Child  Welfare 
198i;60:89-94. 

Adams  GR,  Gullotta  T,  Clancy  MA:  Homeless  adolescents:  A 
descriptive  study  of  similarities  and  differences  between  runa- 
ways and  throwaways.  Adolescence  1985;20:715-724. 

American  Medical  Association:  AMA  White  Paper  on  Adolescent 
Health.  Chicago,  The  American  Medical  Association,  1986. 
McCormack  A,  Janus  MD,  Burgees  AW:  Runaway  youths  and 
sexual  victimization:  Gender  differences  in  an  adolescent  pop- 
ulation. Child  Abuse  Negl  1986;10:387-395. 

Bridge  over  Troubled  Waters:  Untitled.  Boston,  mimeo,  no  date. 
Copy  on  File  in  Department  of  Mental  Health. 

Winick  M:  Nutritional  and  vitamin  deficiency  states,  in  Brickner 
PW,  Scharer  UK,  Conanan  B,  et  al  (eds):  Health  Care  of  Homeless 
People.  New  York,  Springer,  1985. 


Kufeldt  K,  Nimmo  M:  Youth  on  the  street:  Abuse  and  neglect 
in  the  eighties.  Child  .\huse  Negl  1987;  1 1:531-543. 

Medical  Tribune,  Nov  21,  1984,  p 1. 

Family  Practice  News,  Feb  15,  1986,  p 3. 

Denoff  MS:  Irrational  beliefs  as  predictors  of  adolescent  clrug 
abuse  and  running  away.  / Clin  Psychol  1987;43:412-423. 

21  Wright  )D,  Weber-Burden  E,  Knight  JW,  et  al:  The  National 
Health  Care  for  the  Homeless  Program:  The  First  Year.  Amherst,  M A, 
Social  and  Demographic  Research  Institute,  1987. 

Hein  K,  Cohen  M,  Marks  A,  et  al:  .Age  at  first  intercourse  among 
homeless  adolescent  WnrAes.  J Pediatr  1978;93:147-148. 
Centers  for  Disease  (iontrrrl:  Guidelines  for  effective  school  health 
education  to  prevent  the  spread  of  AIDS.  Morbid  Mortal  Week 
Rep  1988;37:Supplement  S2. 

Hein  K:  AIDS  in  adolescence.  NY  State  J Med  1987;87:290-295. 
Farber  E,  McCoard  D,  Kinast  C,  et  al:  \Yolence  in  families  of 
adolescent  runaways.  Child  Abuse  Negl  1984;8:295-299. 

Farber  E.JosephJ:  The  maltreated  adolescent:  Patterns  of  phys- 
ical abuse.  Child  Abuse  Negl  1985;9:201-206. 

” Deisher  RW,  Farrow  J A:  Recognizing  and  dealing  with  alienated 
youth  in  clinical  practice.  Pediatr  Ann  1986;15:759-764. 

Illinois  Revised  Statutes  Annotated,  Chapter  111,  Paragraph  4404. 
Croxton  TA,  Churchill  SR,  Fellin  P:  Counseling  minors  without 
parental  consent.  Child  Welfare  1988;67:3-14. 

Morrissey  JM,  Hofman  AD,  Thrope  JC:  Consent  and  Confiden- 
tiality m the  Health  Care  of  Children  and  Adolescents.  New  York, 
The  Free  Press,  1986. 


Dermatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou. 

Because  the  care  and  treatment  of  patients  is  str  important  to  \’ou, 
it's  imporuint  to  us.  That's  why,  at  Dermatopath  Lab,  we  assure 
you  of  high  cjualiu;  reliable  slide  processing  and  inteipretation 
of  all  your  dermatologt'  specimens. 

Slides  are  prepared  by  .ASCP  Regi.stered  Technicians  and  inter- 
preted by  a Board  Cenified  Dermatologist/ Dermatopathologist. 

.Among  the  services  we  provide  are:  Slide  Processing,  H&E 
(Gross  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Suiins,  C\tolog\’  and  Immunoperoxidase.  All 
available  at  affordable  costs!  For  added  convenience,  FREE  POST- 
AGE ( both  ways),  along  with  supplies  ( materials,  vials  and  reports ) 
ai'e  piwided  for  you. 

VClien  it  comes  time  for  payment,  computerized  billing  reports, 
prepared  monthh;  make  yoirr  bookkeeping  records  easy  to 
process. 

Ready  to  haw  your  dermatology'  specimen  requirements  an- 
swered by  professiortals  as  concerned  about  patient  care  as  you 
are?  Call  today  Toll  Free  1(800)323-5748, or(401 ) 

421-"’8"’0  .Monday-Friday,  8:30am-4:30pm. 

Or  write:  Dermatcrpath  Lab,  PO  Box  6810, 

Pro\  idence,  R1 02940.  Dr.  Yvonne  Hines,  M.D., 

Dermatologist  / Dermatopathologist. 


May,  1989  — Vol.  72 


187 


An  Affiliate  of  Metropolitan  bfe  Insurance  Company 


HEALTHCARE  NETWORK 


MetLife  Healthcare  Network  is  proud  of  the  high 
quality  providers  rendering  medical  services  to  our 
members.  Our  latest  total  represents  400  medical  and 
surgical  practitioners;  twelve  hospitals  and  numerous 
diagnostic  facilities  throughout  the  state. 

As  we  progress,  it  becomes  more  and  more  apparent 
that  our  Primary  Care  Provider  driven  model  offers  a 
superior  product  for  the  consumer  and  a unique 
physician  oriented  organization  for  the  provider. 

If  you  would  like  more  information  on  participation 
with  MetLife  Healthcare  Network,  please  call  our 
Professional  Relations  Manager,  Fay  Catterall  at  (401) 
822-3243. 
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PERIPATETICS 


Dr  Albert  S.  Most,  Physician-in-Chief  of  the  Di- 
vision of  Cardiology,  has  been  named  Chief  of 
Medicine  at  Rhode  Island  Hospital.  He  will  direct 
the  clinical,  academic,  research  and  administra- 
tive activities  of  the  Department  of  Medicine  and 
its  eleven  medical  divisions. 

• • • 

At  the  first  National  Cholesterol  Conference 
sponsored  by  the  National  Institute  of  Health’s 
National  Cholesterol  Education  Program  Coor- 
dinating Committee,  Dr  Richard  A.  Carleton, 
Physician-in-Chief  at  Memorial  Hospital  and 
principal  investigator  of  the  Pawtucket  Heart 
Health  Program,  addressed  a plenary  session  on 
cholesterol  screening.  Dr  Carleton  is  chairman 
of  the  population-based  panel  for  the  National 
Cholesterol  Education  Program,  which  will  help 
set  national  policy  regarding  cholesterol  screen- 
ing and  control  in  the  general  population. 


• • • 

Women  and  Infants  Hospital  of  Rhode  Island 
has  named  Dr  Patrick  J.  Sweeney  as  Director  of 
the  Division  of  Ambulatory  Care  of  the  Depart- 
ment of  Obstetrics  and  Gynecology.  Dr  Sweeney 
will  assume  this  position  on  July  1,  1989. 

• • • 

The  High  Blood  Pressure  Committee  of  the 
American  Heart  Association,  Rhode  Island  Af- 
filiate, has  named  Dr  Paul  D.  Levinson,  a mem- 
ber of  the  endocrinology  division  at  Memorial 
Hospital  of  Rhode  Island,  as  its  chairman. 

• • • 

Dr  Don  B.  Singer,  Chief  of  Pathology  and  Lab- 
oratory Medicine  at  Women  and  Infants  Hos- 
pital of  Rhode  Island,  has  been  elected  to  a one 
year  post  as  president  of  the  Society  for  Pediatric 
Pathologists. 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  ‘‘helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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The  Mission  of  the  Journal 


State  medical  societies  have  customarily  provided 
I their  membership  with  professional  and  scien- 
tific information  through  the  medium  of  pub- 
i»  lished  transactions,  periodic  newsletters  and 
^ sponsored  journals. 

The  Rhode  Island  Medical  Society  inaugu- 
, rated  its  own  publishing  efforts  in  1858,  during 
; James  Buchanan’s  presidency,  when  it  distrib- 
uted the  transactions  of  its  stated  meetings  to  its 
membership.  In  1884  when  Chester  Arthur  was 
president,  the  Society  began  a monthly  journal 
called  Rhode  Island  Medical  Science  Monthly.  The 
publication  then  underwent  numerous  editorial 
changes,  emerging  in  1896  as  the  Atlantic  Medical 
Monthly  and  in  1899  as  the  Providence  Medical 
[ Journal. 

I It  was  not  until  1916  that  the  Society  elected 
to  consolidate  all  of  its  publishing  efforts  into  a 
single  monthly  enterprise,  the  Rhode  Island  Med- 
ical journal.  The  initial  issue  was  distributed  in 
November,  1916  as  Woodrow  Wilson  was  com- 
pleting the  final  year  of  his  first  presidential  term. 

The  journal  has  since  continued  its  monthly 
publication,  providing  scientific  observations  and 
professional  news  to  its  physician-members  and 
other  interested  readers. 

I These  73  years  of  uninterrupted  journal  pub- 
lication have  borne  witness  to  immense  societal 
change.  The  Rhode  Island  population  has  more 
' than  doubled;  the  number  of  physicians  and 
' health  care  institutions  within  the  state  has  more 
than  tripled;  a medical  school  has  been  re-estab- 
lished at  Brown;  and  the  preparation  and  skills 
of  the  practicing  physician  in  Rhode  Island  have 
undergone  immense  growth.  Certainly  the  suc- 
cesses of  scientific  medicine  have  been  instru- 
j mental  in  the  dramatic  increase  in  median  life 
expectancy  during  these  preceding  eight  dec- 
' ades. 

The  availability  of  printed  scientific  material 
to  the  practicing  physicians  has  grown  even  more 
I substantially.  Where  formerly  there  was  but  a 
j sparse  number  of  published  journals,  there  now 
[ is  an  expanding  flood  of  scientific  publications, 
many  subscription-free,  reaching  a volume  which 
I taxes  the  capacity  of  even  the  most  voracious 
reader.  Certainly  we  are  not  in  want  of  super- 


fluous journals. 

In  1916,  when  the  journal  was  born,  the  only 
comprehensive  medical  library  in  the  state  was 
found  in  the  Society  headquarters.  Today,  Brown 
and  virtually  every  hospital  in  the  state  possess 
an  intramural  library  of  respectable  proportions 
and  frequently  offer  local  computer  capability 
for  the  most  sophisticated  of  literature  searches 
and  retrievals. 

As  our  profession  has  evolved  and  our  access 
to  biomedical  information  has  expanded,  the  le- 
gitimate role  of  the  Rhode  Island  Medical  journal 
necessarily  demands  serious  reappraisal.  Accord- 
ingly, the  Publications  Committee  of  the  Society, 
chaired  by  Ed  Feller,  MD,  was  convened  to  de- 
termine how  the  journal  can  now  serve  the  cur- 
rent needs  of  the  Society  and  its  membership. 
After  much  discussion,  both  the  Committee  and 
the  Editorial  Board  of  the  journal  have  agreed 
uj)on  the  following  statement  of  mission  in  an- 
swer to  this  legitimate  question;  “What  singular 
values  and  benefits  can  the  Rhode  Island  Medical 
journal  offer  to  the  physicians  of  Rhode  Island 
in  1989  and  the  years  beyond? 

The  journal  identifies  the  following  services 
which  it  will  strive  to  provide: 

1.  A place  where  the  officers  and  committees 
of  the  Rhode  Island  Medical  Society  may 
share  their  views  and  concerns  and  then  col- 
lectively recommend  actions  which  reflect  the 
best  interests  of  the  physicians,  health-care 
professionals,  the  citizens  and  institutions  of 
the  state. 

2.  A channel  for  both  Society  members  and 
journal  editors  to  express  their  opinions  via 
letters  to  the  editor  and  signed  editorial 
statements. 

3.  A journal  for  scientific  articles  written  by  lo- 
cal physicians  so  that  they  may  share  profes- 
sional experiences  and  observations  partic- 
ularly as  they  uniquely  concern  the  Rhode 
Island  community  and  its  environment. 

4.  Listings  of  scholarly  lectures,  postgraduate 
courses,  continuing  medical  education  ex- 
ercises and  other  medical  events  in  the 
greater  Rhode  Island  community. 
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5.  Epideiniologically  orienlecl  articles  describ- 
ing the  Rliode  Island  population  and  its 
evolving  changes  in  i isk  exj)osni  es  and  dis- 
ease rates.  Rhode  Island  is  now  innnenselv 
enriched  hy  a ninnhet  of  Brown  University- 
associated  scientific  centers  (such  as  the  Paw- 
tucket Heart  Health  Program  headed  hy  Dr 
R.  Carleton,  the  (Center  for  Alcohol  and  Ad- 
diction Studies  headed  hy  Dr  1).  Lewis,  and 
the  Southeastern  New  England  (ierontolog- 
ical  Center  headed  hy  Dr  V.  Mor)  which  un- 
dertake scientific  iiupiiries  involving  major 
segments  of  the  Rhode  Island  community. 
When  completed,  many  of  these  population- 
based  investigations  offer  unique  educa- 
tional guidelines  to  our  practicing  physicians 
hy  providing  them  with  a perspective  of  cer- 
tain secular  trends  and  subtle  regional  forces 
which  are  not  generally  apparent  through 
encounters  with  either  individual  patients, 
or  nation-wade  statistics. 

6.  In  recent  years,  the  service  functions  and 
purposes  of  the  Rhode  Island  Department 
of  Health  have  been  expanded  and  diver- 
sified. The  Journal  is  a natural  medium  w'here 
the  numerous  public  health  activities  of  the 
Department  may  be  shared  periodically  with 
the  Rhode  Island  medical  community.  These 
activities  currently  embrace  such  essential 
services  as  the  assembly  of  vital  statistics,  the 
surveillance  of  various  infectious  diseases, 
industrial  and  ecological  hazards,  and  data 
gathering  on  yet  other  phenomena  (such  as 
motor  vehicle  accidents)  which  impinge  upon 
the  practice  of  medicine. 

The  Centers  for  Disease  Control  in  At- 
lanta issue  a biw'eekly  summary  of  disease 
statistics  and  trends,  particularly  those  which 
are  communicable.  The  Rhode  Island-de- 
rived data  from  CDC  may  be  summarized  in 
the  Journal  at  monthly  intervals  along  with 
the  state’s  vital  statistics. 

7.  The  clinical  and  basic  science  departments 
of  the  Brown  University  medical  school  have 
matured  in  the  last  two  decades  and  some 
have  now  achieved  national  stature.  Solicited 
articles  from  these  faculty  may  offer  the 
Journal  readers  scientific  insights  of  partic- 
ular import  to  the  southern  New'  England 
region  and  its  population.  The  pages  of  the 
Journal  may  also  be  opened  for  qualified  and 
relevant  contributions  by  the  many  graduate 
and  medical  students  now  attending  Brown 
University. 

There  are  other  Rhode  Island  institutions 


of  highei  learning  with  impressive  scientific 
faculties  w'hose  scientific  interests  on  such 
subjects  as  enviionmental  polluti(iU  touch  the 
concerns  of  practicing  physicians.  Solicited 
articles  from  the  faculty  of  the  University  of 
Rhode  Island,  for  examj)le,  may  give  an- 
other dimension  to  the  scientific  content  of 
\\\c  Journal. 

8.  Publication  of  selected,  outstanding  hosj^ital- 
hased  lectures  and  conferences,  ])articularly 
interdisciplinary  exercises  such  as  clinical 
jjathological  conferences,  which  may  he  of- 
fered at  regular  intervals. 

9.  Ehe  state  of  Rhocle  Island  has  a rich  and 
intriguing  heritage  in  medicine  and  the  al- 
lied sciences.  A periodic  synopsis  of  the  med- 
ical views  and  customs  of  25,  50,  100  and 
200  years  ago  would  provide  the  reader  with 
an  historic  perspective  and  a sense  of  evo- 
lution of  the  art  and  science  of  medicine. 

10.  As  the  practice  of  medicine  affirms  its  ca- 
pacity to  control  certain  diseases  and  pro- 
long human  life,  it  will  necessarily  cogener- 
ate increasing  numbers  of  ethical  dilemmas. 
It  becomes  important,  then,  that  the  pages 
of  the  Journal  be  opened  to  statements  w'hich 
address  such  moral  concerns,  contributed  hy 
qualified  state  officials,  social  scientists, 
members  of  the  clergy  and  physicians. 

1 1 . Many  issues  of  substantive  concern  to  Rhode 
Island  physicians  cannot  be  explored  ade- 
quately in  isolated  articles.  Increasingly,  then, 
the  Journal  will  edit  its  contributions  so  as  to 
assign  entire  issues  to  the  exposition  of  single 
subjects.  In  the  next  year,  for  example,  there 
will  be  Journal  issues  expressly  confined  to 
such  diverse  subjects  as  the  role  of  hospice 
in  the  care  of  the  terminally  ill  patient;  trop- 
ical disease  and  the  Rhode  Island  commu- 
nity; the  floppy  baby;  and  newer  aspects  in 
the  care  of  the  alcoholic  patient. 

In  summary,  then,  the  Rhode  Island  Medical  Jour- 
nal is  a local  publication  which  strives  to  meet  the 
needs  of  its  members  and  other  health-related 
professionals  through  locally-authored  scientific 
and  socioeconomic  articles  as  well  as  current  ep- 
idemiologic data  and  ethical  issues  affecting  the 
practice  of  medicine. 

The  editorial  board  encourages  commentary 
from  the  readers  on  this  statement  of  purpose 
and  welcomes  specific  suggestions  for  the  con- 
tent of  future  issues  of  the  Journal. 

Stanley  M.  Aronson,  MD 

For  the  Publications  Committee  and  Editorial  Board 
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Special  Pricing 
or  the 

^^^^Medical 

Profession 


HAS  YOUR^^PAGING  COMPANY 
SOLD  YOU  MORE  THAN  YOU  NEED? 


If  your  paging  company  didn’t  take  the  time  to 
analyze  your  needs,  you  may  be  paying  too  much 
or  getting  too  little. 

At  MetroNet,  we  believe  in  giving  you  a 
system  that  fits.  So  we  start  by  analyzing 
your  needs  - thoroughly.  Before  we  recom- 
mend a paging  system,  we  learn  all  we  can 
about  your  business  - including  who  leaves 
messages  and  how  you  handle  them. 

Next,  we  custom-tailor  a system  to  meet 
those  needs.  We  assign  a MetroNet  team 
to  your  project.  Before  you  ever  receive 
the  first  bill,  they’ll  call  to  check  on  how 
your  system  is  working.  They’ll  visit  your 
location,  brief  your  staff,  and  handle  your 
inquiries -before,  during,  and  long  after 
the  sale. 

And  the  systems  themselves?  They’re 


based  on  today’s  technology  - not  yesterday’s  - with  a 
product  range  that  includes  ultra-high-frequency  900 
MHz  pagers  with  a signal  superior  to  anything  else 
out  there. 

With  technology  like  this,  most  requests  for 
customer  service  are  handled  with  a simple 
phone  call.  But  when  service  is  required, 
MetroNet  will  respond  in  two  hours  or  less. 

If  your  paging  company  hasn’t  been  giving 
you  exactly  what  you  need,  move  up  to 
MetroNet.  Call  today:  1-800-443-4032 
MetroNet. 

Or  you  ’ll  never  know  what  you  ’re  missing. 


"The 

Business  Lifesaver” 


•^cttoNct 

RADIO  PACING  AND 
W m MESSAGE  SERVICES 

280  Kinsley  Avenue,  Providence,  Ri  02903 


We  feature  state-of-the-art  and  easy-to-use  pagers  from  Motorola. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  ’by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence.  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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EDITOR’S  MAILBOX 


Medical  Dichotomy 

I 


S(Hiie  years  ago,  the  Providence  Journal  had  a page 
full  of  excellent  quotes.  Two  of  these  which  im- 
pressed me  were: 

(1)  “Pride  in  workmanship  has  been  lost”  (by  a 
RI  tailor) 

(2)  “Education  is  being  strangled  by  degrees”  (an 
educator) 

The  second  one  which  correctly  implies  that  a 
teacher  is  rated  by  the  number  of  degrees  earned 
whereas  actual  teaching  ability  and  experience 
plays  a secondary  role.  In  my  opinion  this  con- 
cept can  be  applied  to  medicine  for  I have  no- 


ticed that  academia  has  placed  the  “j^ajter  writ- 
ers” and  researchers  on  a pedestal  at  the  exjjense 
of  the  many  excellent  clinical  doctors  who  have 
performed  a fantastic  job  in  teaching  at  the  bed- 
side and  in  the  operating  rooms. 

The  existence  of  this  dichotomy  is  responsible 
for  the  discordance  existing  in  medical  education 
and  needs  correction  in  order  to  equalize  these 
two  phases.  Deemphasis  by  the  medical  schools 
and  hospitals  on  academia  is  necessary  and  the 
heavy  work  load  of  the  clinicians  in  teaching  must 
be  more  fully  appreciated. 

A.V.  Migliaccio,  MD 


"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Service 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 

Education 


i 
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Rhode  Island  Medical  Bureau 
ANSWERING  SERVICE 

Exclusively  For 
The  Medical  Profession 

Professionalism  • Years  of  Experience 

Call  Manager 
Giusi  DeLuca 
351-9770 


Office  Condominiums 


For  Sale  or  Lease 


839-851  NORTH  MAIN  STREET 
PROVIDENCE,  RHODE  ISLAND 


Available  Space 
1,000  to  27,000  sq.ft. 


Ample  On  Site  Parking 
Easy  access  to  1-95 


We  welcome  our  latest  tenants  to 
Stonedale  Offices. 


Mutual  Property  extends  a warm  welcome 
to  J,  Jeffreys  Bandola,  M.D.,  MaryB.  Preston, 
M,D„  j.  Russell  Corcoran,  M.D.,  East  Side 
Clinical  Laboraton/,  and  X-Ray  Asso- 
ciates, Inc.,  commencing  July  1. 

Call  us  at  821-0700  to  inquire  about 
Stonedale  Offices,  1935  Kingstown  Road, 
Peacedale. 

We'd  like  to  welcome  you  too. 


MutuaHr Property 


CONTACT:  CINDY  MORSE 
P.O.  Box  216 
PROVIDENCE,  RI  02901 
(401)  273-8500 
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Starch-based  Oral  Rehydration  Therapy 
and  Its  Application 

Brent  Lee 


“The  discovery  that  sodium  transport  and  glucose  trans- 
port are  coupled  in  the  small  intestine  so  that  glucose 
accelerates  absorption  of  solute  and  water  was  poten- 
tially the  most  important  medical  advance  this  cen- 
tmy.”' 

How  could  such  a seemingly  trivial  piece  of 
physiological  knowledge  impact  upon  the  lives  of 
so  many  millions?  The  answer  is  diarrhea.  Deaths, 
worldwide,  due  to  diarrheal  diseases  are  esti- 
mated at  anywhere  from  3 to  18  million  per  year.^ 
Diarrheal  dehydration  is  one  of  the  major  causes 
of  death  in  children  five  years  of  age  particularly 
in  developing  countries.^  In  addition,  periodic 
diarrhea  accompanied  by  dehydration  and  mal- 
nutrition are  detrimental  to  the  growth  and  de- 
velopment of  those  children  who  do  survive.^  But 
the  toll  of  diarrheal  diseases  is  not  limited  solely 
to  the  countries  of  the  developing  world.  In  the 
United  States  for  example  diarrhea  remains  a 
common  reason  for  admitting  children  to  the 
hospital.^  Two  other  groups  with  high  diarrheal 
rates  are  the  elderly  and  the  new  and  growing 
population  of  AIDS  patients.^  ® 

During  acute  diarrheal  illness  there  is  a sub- 
stantial loss  of  body  fluids  and  electrolytes  re- 
sulting in  dehydration,  the  major  life  threatening 
consequence  of  diarrhea.  In  the  past,  intrave- 
nous therapy  was  the  sole  method  of  replacing 
these  vital  fluids  and  solutes  and  is  still  advised 


Brent  Lee  is  an  undergraduate  student  at  Brown  Uni- 
versity. This  paper  on  oral  rehydration  therapy  in  diar- 
rheal disease  represents  his  term  paper  in  a course  en- 
titled, The  Burden  of  Disease  in  Developing 
Countries.  In  the  Fall  of  1989,  he  will  be  a first  year 
medical  student  in  the  Brown  University  Program  in 
Liberal  Medical  Education  (MD  ’93). 


today  in  the  5-10  per  cent  of  cases  where  the 
patient  is  unable  to  be  rehydrated  by  other 
means. However,  the  bulk  of  patients  suffering 
from  acute  watery  diarrhea,  regardless  of  the 
cause,  may  be  treated  with  oral  rehydration  ther- 
apy (ORT).2  This  is  a simple  process  in  which 
the  patient  is  fed  a solution  of  water,  sugar  and 
salt  as  well  as  other  electrolytic  solutes  (oral  re- 
hydration solution  [ORS]),  in  an  effort  to  replace 
the  deficits.  ORT  was  initially  proposed  in  Great 
Britain  in  the  1830s,  although  it  wasn’t  until  the 
1960s  that  the  importance  of  sugar  was  appre- 
ciated.’ 

In  the  1970s  and  especially  in  1971  during  the 
cholera  epidemic  in  Bangladesh,  the  efficacy  of 
ORT  was  conclusively  demonstrated.^  In  1978 
the  World  Health  Organization  (WHO),  jointly 
with  UNICEF,  launched  a global  diarrheal  dis- 
eases control  program  (CDD)  which  became  fully 
operational  in  1980.®  The  major  effort  of  this 
program  since  its  inception  has  been  directed 
towards  achieving  the  widespread  use  of  ORT 
for  prevention  and  treatment  of  dehydration. 
While  various  fluids  may  be  used  for  ORT,  the 
treatment  of  choice  by  the  CDD  has  been  a uni- 
versal prepackaged  ORS  consisting  of: 


1.  sodium  chloride  3.5  g 

2.  trisodium  citrate,  dihydrate  2.9  g 

or 

sodium  hydrogen  carbonate  2.5  g 

(sodium  bicarbonate) 

3.  potassium  chloride  1.5  g 

4.  glucose  20.0  g 


which  is  to  be  dissolved  in  one  liter  of  clean  drink- 
ing water. 2 

While  to  date  this  standard  formula  has  proven 
itself  to  be  the  most  efficacious  and  safe,  recent 
studies  have  considered  alternative  formulas 
which  not  only  would  replace  the  lost  fluids  due 
to  diarrheal  dehydration  but  would  also  decrease 


d 
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vomiting  and  reduce  tlie  severity  and  duration 
of  diarrhea. 


. . . Diarrheal  dehydration  is  one  of  the 
major  causes  of  death  in  children  five  years 
of  age  particularly  in  developing  coun- 
tries. 


In  cases  of  diarrheal  disease  the  small  intes- 
tine's excessive  secretion  of  fluids  results  in  hy- 
povolemia and  decreased  circulation.^  The  glu- 
cose molecule  provided  by  ORS  facilitates  the 
transport  of  sodium  across  the  epithelial  cells  of 
the  small  intestine  via  a highly  specific  transport 
mechanism."’  The  transport  of  sodium  and  glu- 
cose across  the  intestinal  mucosa  also  promotes 
the  absorption  of  isotonic  fluid,  rhus  the  aim  of 
this  therapy  is  to  counterbalance  the  enterotoxin- 
induced  fluid  secretion  by  the  glucose-facilitated 
absorption  of  isotonic  fluid.'*  The  limiting  factor 
of  this  therapy,  however,  is  the  osmotic  activity 
of  the  intestinal  epithelium  which  is  a very  “leaky” 
membrane  and  tends  to  equilibrate  osmotic- 
gradients  rapidly.^  The  osmolarity  of  the  glucose 
solution  must  therefore  not  greatly  exceed  the 
osmolarity  of  plasma  or  a resultant  “back  drag” 
will  occur.'-  Consequently  the  substitution  for 
glucose  in  ORS  as  a source  of  cotransport  mol- 
ecules by  substances  with  lower  osmolal  ities  has 
been  suggested.'^  Food  polymers  are  naturally 
occurring  sources  of  such  substances.  Starch  is 
essentially  a large  polymer  of  glucose  and  may 
take  the  form  of  a number  of  different  cereals 
such  as  rice,  corn,  wheat,  potato,  sorghum,  millet 
or  plantain.  These  starches  are  digested  by  the 
enzyme  amylase  into  smaller  polymers  and  even- 
tually further  broken  into  glucose  molecules  at 
the  intestinal  brush  border  by  the  enzyme  malt- 
ase.^  This  digestive  process  provides  a larger 
number  of  glucose  molecules  for  sodium  trans- 
port into  the  lumen  without  the  osmotic  “pen- 
alty.”^ 

Another  advantage  of  using  starch  instead  of 
glucose  in  ORS  is  the  provision  of  small  peptides 
and  amino  acids  which  also  facilitate  sodium 
transport  via  cotransport  mechanisms  similar  to 
but  separate  from  glucose.''  Furthermore  the  use 
of  cereal-based  solutions  might  enhance  the  nu- 
tritional and  caloric  intake  during  the  acute  phase 
in  diarrhea.^  Finally  the  glucose-based  solution 
serves  primarily  to  replace  fluids  lost  in  the  wa- 
tery stool  of  a patient.  Because  it  does  not  de- 
crease the  volume  of  stool  output  and  may  in  fact 
increase  it,  the  treatment  may  appear  ineffective 


to  the  user  who  may  therefore  discontinue  its 
use.'  Im])i()j)er  prej)aration  of  glucose-based  so- 
lutions by  the  addition  of  too  much  solute  to  the 
standard  volume  of  watei'  would  also  jjroduce  a 
hypertonic  solution  with  an  increase  in  diarrhea 
and  hyjiernatremia.'  .Studies  using  cooked  cereal 
powder  have  proven  to  be  equally  effective  in 
restoring  volume  losses  and  may  reduce  both  the 
duration  ol  the  illness  and  the  volume  of  fluids 
lost."  But  the  question  remains,  what  are  the 
practical  ajjj)lications  of  a starch-based  ORS  in 
the  world-wide  OR  I effort? 

According  to  the  1985  WHO/UNICEF  joint 
statement  entitled  “'Fhe  Management  of  Diar- 
rhea and  Use  of  Oral  Rehvdration  Fherapv,”  the 
WHO  will, 

“Sup])ort  and  encourage  research  to  find  new 
drugs  and  vaccines  and  to  develop,  if  possible, 
a less  costly  and  even  more  effective  and  stable 
ORS  product;^ 

In  the  past  such  improvements  have  indeed  been 
made  in  the  components  and  packaging  of  ORS. 
The  acceptance  of  trisodium  citrate  in  the  ORS 
formulation  in  place  of  sodium  bicarbonate  is  a 
prime  example  of  this.'^  Not  only  is  this  com- 
pound more  stable  when  packaged  under  con- 
ditions of  heat  and  humidity  but  according  to 
some  studies  may  also  reduce  the  amount  of  diar- 
rhea.'" 


. . . the  use  of  cereal-based  solutions  might 
enhance  the  nutritional  and  caloric  intake 
during  the  acute  phase  in  diarrhea.^ 


Additionally  the  costs  of  packaging  ORS  have 
been  reduced  through  the  use  of  polyethylene 
packaging  materials,  where  possible.'"  Studies 
examining  the  possibility  of  replacing  glucose  with 
precooked  cereal  powder  in  ORS  are  presently 
being  undertaken.^  Provided  that  the  results  of 
these  studies  prove  feasible  in  terms  of  the  cost 
and  perishability  of  cereal-based  solutions,  the 
added  benefit  of  this  formulation  in  reducing  the 
severity  and  duration  of  diarrhea  may  prompt  a 
revision  in  current  CDD  programming. 

However,  prepackaged  packets  of  ORT  are 
only  a partial  answer  to  the  prevention  of  mor- 
bidity and  mortality  due  to  diarrheal  dehydra- 
tion. In  the  joint  WHO/UNICEF  statement  the 
program  recommendations  include  a directed  ef- 
fort on  the  household  level  to  inform  and  train 
mothers  and  other  members  of  the  family  “ 1 ) to 
recognize  diarrhea  in  infants  and  children  as  an 
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illness  requiring  early  treatment;  2)  to  prepare 
and  give  a home  remedy  by  mouth  and  3)  to 
recognize  when  they  should  seek  additional  care, 
including  ORS.”^  This  home  therapy  is  an  at- 
tempt to  prevent  dehydration  while  ORS  is  needed 
to  treat  most  cases  of  dehydration,  and  intrave- 
nous therapy  is  required  to  treat  cases  of  severe 
dehydration.^  Such  household  solutions  would 
inevitably  vary  from  region  to  region  depending 
on  such  factors  as  availability  and  prices  of  the 
ingredients,  cultural  factors,  and  the  presence  of 
accurate  measuring  devices.  But  with  proper  in- 
struction it  has  been  demonstrated  that  accept- 
able solutions  can  be  prepared  by  mothers  using 
common  salt  and  sugar.'"  Given  that  these  home- 
made ORS’s  are  less  than  ideal  (due  to  the  lack 
of  sodium  bicarbonate  and  potassium  chloride, 
for  instance),  reasonably  accurate  measurements 
are  nonetheless  possible  even  in  the  most  im- 
poverished households.  Water  for  example  can 
be  measured  using  one  liter  carbonated  beverage 
bottles  and  bottle  caps  can  be  used  to  measure 
the  salt  (one  level  capful)  and  sugar  (seven-eight 
heaping  capfuls).^ 

Homemade  ORS  is  not  only  less  expensive  than 
WHO  ORS  but  it  is  also  more  accessible  to  moth- 
ers in  the  developing  world.*  While  this  strategy 
may  initially  require  more  of  the  health  workers’ 
time  to  train  mothers  in  the  preparation  and 
administration  of  ORS,  the  long  term  results  are 
evident.  It  would  free  the  hospital  and  health 
center  staff  for  other  duties  and  would  provide 
the  opportune  occasion  for  the  health  workers 
to  communicate  other  equally  important  health 
education  messages  on  diarrhea  prevention  and 
nutrition.  Ultimately  this  strategy  also  involves 
the  parents  directly  in  the  health  care  of  their 
chilclren.  In  essence  it  returns  the  responsibility 
and  “power”  to  the  people. 


. . . with  proper  instruction  it  has  been 
demonstrated  that  acceptable  solutions  can 
be  prepared  by  mothers  using  common  salt 
and  sugarJ^ 


Home  preparations  of  ORS  also  alleviate  lo- 
gistical problems  which  arise  when  prepared 
packets  are  in  short  supply.  It  is  estimated  that 
in  order  to  prevent  death  by  diarrheal  dehydra- 
tion in  children  under  five  years  of  age,  about 
six  packets  per  child  are  required  per  year.*  This 
estimate  would  total  approximately  2400  million 
packets  a year  for  the  world’s  population  of  chil- 


dren excluding  those  in  the  People’s  Republic  of 
China.  The  1986  world  supply  of  packets  stands 
at  about  270  million.'^  Each  packet  costs  approx- 
imately eight  cents  to  produce,  which  seems  man- 
ageable. However,  in  a nation  such  as  Egypt  which 
recjuires,  currently,  about  60  million  packets  per 
year,  the  annual  costs  approach  five  million  dol- 
lars.* 

For  these  reasons  it  is  logical  to  investigate  the 
utility  of  cereal-based  solutions.  Different  coun- 
tries use  different  sources  of  starch,  such  as  wheat, 
sorghum,  potato,  maize  and  rice.  Rice  alone  is 
eaten  by  60  per  cent  of  the  world  population'* 
and  thus  such  starch  staples  would  be  more  ac- 
cessible and  cheaper  for  ORS  preparation  in  the 
developing  world  than  would  sucrose  or  glucose. 
Extensive  studies  need  still  to  be  undertaken  to 
determine  the  appropriateness  of  these  prepa- 
rations. Not  only  must  the  clinical  efficacies  of 
the  various  starches  be  examined  and  weighed 
against  their  costs,  feasibility  and  availability,  but 
regional  sociocultural  practices  must  also  be  eval- 
uated. 


Research  must  press  forward  in  search  of 

other  improvements  in  ORT. 

Certainly  in  the  years  since  the  launching  of 
WHO’scliarrheal  diseases  control  program  (CDD), 
progress  in  the  reduction  of  morbidity  due  to 
diarrheal  disease  has  been  made.  Between  1982 
and  1985  the  number  of  countries  with  national 
diarrheal  disease  control  (CDD)  programs  dou- 
bled, access  to  ORS  increased  from  6 per  cent  to 
33  per  cent  by  1984,  and  the  annual  production 
of  ORS  rose  from  1 10  million  packets  in  1983  to 
270  million  packets  in  1985  with  the  majority 
being  produced  in  42  developing  countries.'*  The 
success  of  the  program  can  in  part  be  attributed 
to  the  universal  acceptance  and  promotion  of  a 
standard  oral  rehydration  solution.  This  solution 
which  WHO  and  UNICEF  began  to  recommend 
in  1971  was  selected  because  it  could  be  used  to 
treat  diarrhea  of  any  cause,  including  cholera, 
irrespective  of  age.^  In  addition  the  adoption  of 
a universal  solution  has  simplified  the  produc- 
tion and  distribution  of  the  ORS  ingredients  as 
well  as  the  training  of  health  care  personnel, 
thereby  increasing  availability  and  assuring 
safety.-  The  aim  of  OR  E has  been  to  correct  de- 
hydration (the  rehydration  phase)  and  to  main- 
tain hydration  during  continuing  diarrhea  (the 
maintenance  phase).  This  standard  solution  has 
the  advantage  of  safely  and  effectively  accom- 
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plishing  l)()th.  I hus  llic  possibility  tlial  the  iiitio- 
(luc  tion  oi  a new  stat  eli-based  ORS  eould  have  a 
negative  impact  on  the  existing  j)t ej^ackaged 
standard  glucose  solution  innsl  be  considered, 
rite  use  of  food  polynieis  will  require  not  only 
cjuality  control  efforts  if  they  are  to  lej^lace  glu- 
cose but  also  will  necessarily  vary  accoiding  to 
dietary  j^refeiences  and  availability.'-’ 

ft  has  also  been  cautioned  that  solutions  con- 
taining rice  or  other  cereal  powders  wiiether  jjre- 
pared  in  packets  or  in  the  home,  may  be  conf  used 
with  weaning  foods."’  Furthermore  because  they 
are  made  from  cereals  these  solutions  may  dis- 
courage feeding  during  diarrhea.'®  However, 
such  negative  con.sequences  of  using  starch-based 
ORS  remain  speculative  until  field  trials  explore 
these  operational  issues.  The  curient  programs 
which  encourage  the  use  and  availability  of  j)ack- 
aged  glucose-based  ORS  along  with  the  pro- 
grams which  foster  education  at  the  household 
level,  must  therefore  continue  and  be  reinforced. 

In  addition  research  must  press  forward  in 
search  of  other  improvements  in  ORT.  Other 
new  and  exciting  prospects  are  in  their  initial 
stages  of  research.  Proteins  or  polypeptides 
(sources  of  neutral  amino  acids)  and  glucose 
polymers  (eg,  maltodextrins)  are  two  examples 
of  such  improvement  efforts.^  The  application 
of  starch-based  oral  rehydration  solutions  is  one 
specific  example  among  many  of  the  complex 
predicaments  which  advancing  technology  cre- 
ates in  translating  its  findings  to  the  needs  of  the 
people  in  developing  nations.’  " 
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As  the  prevalence  of  acquired  immune  defi- 
ciency syndrome  (AIDS)  increases  in  our  society, 
more  physicians  will  be  faced  with  the  reality  of 
treating  HIV-infected  patients.  In  the  United 
States  over  86,000  AIDS  cases  have  been  diag- 
nosed since  the  syndrome  was  first  identified  in 
I98U  and  this  number  is  predicted  to  increase 
to  over  270,000  by  1991. ^ The  number  of  AIDS 
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cases  in  Rhode  Island  has  risen  ten-fold  since 
1983^  and  is  predicted  to  steadily  increase  in  the 
future.  Also,  since  patients  with  AIDS  come  from 
subgroups  that  previously  have  had  low  rates  of 
hospitalization,  the  AIDS  epidemic  has  resulted 
in  an  increased  workload  for  hospitals.^ 

Physicians  are  in  an  excellent  position  to  influ- 
ence the  mental  as  well  as  physical  health  of  those 
with  AIDS.  Specifically,  physicians  have  the  re- 
sponsibility of  counselling  HIV-infected  patients, 
educating  those  patients  who  engage  in  high  risk 
behaviors,  advising  those  who  have  tested  neg- 
ative but  have  concerns,  and  treating  patients 
with  AIDS.®  ® In  addition,  they  are  called  upon 
to  educate  the  community  about  the  dangers  of 
AIDS.’  It  is  for  this  reason  that  educational  ma- 
terial should  be  developed  and  distributed  to 
physicians  which  will  keep  them  informed  and 
thus  able  in  turn,  optimally  to  assist  their  patients. 

To  facilitate  planning  for  physician  education, 
Rhode  Island  Hospital  (RIH)  physicians  were 
surveyed  to  determine:  (a)  their  level  of  activity 
in  treating  HIV-infected  patients,  (b)  the  infor- 
mation physicians  need  and  in  what  form  they 
feel  would  be  best  suited  for  them,  and  (c)  their 
perception  of  how  AIDS  will  impact  their  prac- 
tice. 

Since  the  Rhode  Island  Hospital  provides  pri- 
mary and  tertiary  health-care  to  a diverse  pop- 
ulation throughout  the  state  of  Rhode  Island,  it 
was  chosen  as  the  data  gathering  base. 
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Method 

Participants 

The  entire  807  Rhode  Island  Hosj)ilal  medical 
staff  were  mailed  (|nestionnaires  during  the  sum- 
mer of  1988.  Of  the  807  Rhode  Island  f fosj)ital 
medical  staf  f surveyed,  895  resj)onded  (48.9  per 
cent).  The  specialties  of  the  physicians  were  di- 
verse (table  1).  House  staf  f Were  not  included  in 
the  survey. 

Procedure 

Two  mailings  of  the  cjuestionnaire  were  sent,  each 
with  a postpaid  return  envelope  attached.  I’hy- 
sicians  were  asked  to  resjtond  as  (|uickly  as  pos- 
sible. Instructions  were  as  follows: 

The  Rhode  Island  Hospital  AIDS  Task  Force  is  as- 
sessing Staff  Association  members’  needs  for  AIDS 
education.  It  is  important  to  learn  what  information 
will  be  of  most  use  to  you.  Please  help  us  help  you 
by  completing  this  brief,  confidential  survey  and 
mailing  it  back  today.  You  need  not  sign  the  survey. 
Results  and  plans  to  provide  information  ivill  be 
sha  red  with  all  members  of  the  Rhode  Isla  nd  Hospital 
medical  staff. 

Returnecf  questionnaires  were  directly  mailed  to 
Rhode  Island  Hospital.  All  returned  question- 
naires were  collated  and  frequencies  were  gen- 
erated for  each  question. 

The  questionnaire  consisted  of  23  short-an- 
swer and  multiple-choice  questions.  Of  the  23 
c|uestions  7 asked  about  experience  with  treating 
HIV-infected  patients,  and  counselling  HIV  in- 
fected patients.  In  addition,  the  physician  was 
asked  whether  he  thought  that  his  treatment  of 
HIV-infected  patients  might  cause  other  patients 
to  leave  his  practice.  Four  c|uestions  asked  about 
perceived  risks  of  transmission,  knowledge  and 
use  of  universal  precautions.  There  was  one  open- 
ended  question  which  asked  the  question,  “Is 
there  anything  else  RIH  should  be  doing  for  you 
regarding  AIDS?”  The  remaining  questions  sur- 

Table  1.  Physician  Specialties  (n  = 395) 


Specialty 

No.  of 

physicians  in 
our  sample 
(n  = 395) 

Medicine 

134 

Pediatrics 

67 

Psychiatry 

17 

Surgery 

81 

Ob-Gyn 

15 

Other 

42 

veyed  physicians’  preference  regarcting  the 
amount  and  form  of  AIDS  information. 

Results 

Nearly  half  of  the  physicians  surveyed  care  for 
HIV’-infected  patients.  Slightly  more  than  half  Of 
the  physicians  surveyed  were  asked  questions 
dealing  with  AIDS  by  their  jxitients,  and,  of  the.se, 
apjjroximately  bb  per  cent  feel  prepared  to  an- 
swer patient  (|uestions  concerning  AIDS.  Some 
physicians  believe  they  will  lose  jxitients  if  the 
j^atients  know  that  their  physician  treats  people 
with  AIDS.  Fable  2 outlines  physicians’  attitudes 
and  beliefs  about  AIDS. 

4’wo-thirds  of  the  jjhysicians  surveyecf  feel  they 
conduct  procedures  that  j^lace  the  physician  at 
risk  of  contracting  AIDS.  Most  feel  knowledge- 
able about  universal  precautions  and  are  confi- 
dent they  will  not  get  AIDS  if  they  follow  these 
precautions. 

At  the  time  of  the  survey,  over  half  of  the 
surveyed  physicians  indicate  they  receive  most  of 
their  information  from  professional  board  spe- 
cialty sources  and  the  American  Medical  Asso- 
ciation. Even  with  these  sources,  physicians  ex- 
press a desire  for  more  information  from  RIH. 
Well  over  half  prefer  a special  newsletter  as  a 
source  of  AIDS  information. 


Table  2.  Physicians’  Attitudes  and  Beliefs  about 
AIDS 

% Endorsed 
Total  Sample 
(n  = 395) 


Patients  ask  about  AIDS  56 

Feels  prepared  to  answer  patients  58 

questions  about  AIDS 

Feels  would  probably  lose  patients  if  15 

they  knew  he/she  treated  PWA 
Conducts  procedures  which  place  him/  67 

her  at  risk  for  AIDS 

Concerned  may  acquire  AIDS  through  64 

professional  exposure 

Knows  universal  precautions  77 

Confident  will  not  get  AIDS  if  follows  82 

universal  precautions 
Get  AIDS  information  from: 

(1)  Professional  board  specialty  68 

(2)  American  Medical  Association  50 

Would  like  more  information  from  RIH  60 

Prefer  a special  newsletter  as  AIDS  58 

information  source 

Have  talked  with  office  staff  about  65 

AIDS  issues 

Would  encourage  office  staff  to  attend  52 

RIH  seminars  on  AIDS 

Believes  AIDS  will  become  more  80 

widespread 
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Furthermore,  over  two-thirds  of  physicians 
surveyed  have  talked  to  office  staff  about  AIDS 
issues  and  slightly  over  half  would  encourage  of- 
fice staff  to  attend  RIH  seminars  on  AIDS  if  any 
were  offered. 

Responses  to  the  open-ended  question,  “Is 
there  anything  else  RIH  should  be  doing  for  you 
regarding  AIDS?,”  reflected  three  types  of  phy- 
sician concerns.  These  are:  a)  Practical,  proce- 
dural concerns  (eg,  “Provide  impermeable  gowns 
and  adequate  optical  quality  eyewear  in  operat- 
ing room”);  b)  treatment  problems  (eg,  “Fund 
social  workers  and  nurse  clinicians  to  help  care 
for  patients”);  and  c)  the  wish  for  RIH  to  take  a 
leadership  role  (eg,  “The  hospital  needs  to  take 
a firm  position  about  confidentiality”). 

Discussion 

Despite  the  small  total  number  of  AIDS  cases  in 
Rhode  Island,  over  half  of  the  RIH  physicians 
surveyed  treat  HIV-infected  patients.  Further- 
more, well  over  half  are  asked  questions  con- 
cerning AIDS  by  their  patients.  These  responses 
highlight  the  current  extent  of  physician  expo- 
sure to  HIV  issues.  However,  only  about  two- 
thirds  of  physicians  feel  prepared  to  answer  pa- 
tients questions  regarding  AIDS.  Perhaps  this  is 
indicative  of  the  complexity  of  AIDS  issues.  A 
similar  survey  performed  by  the  Minnesota  De- 
partment of  Health  (MDH)  found  that  35  per 
cent  of  physicians  surveyed  had  experience  treat- 
ing HIV-infected  patients  or  patients  with  AIDS. 
Based  on  their  findings  and  the  percentage  of 
physicians  who  treat  AIDS  or  HIV-infected  pa- 
tients, the  MDH  recommends  that  additional 
physician  education  occur. ^ 

The  need  for  specific  physician  education  has 
been  formally  set  forth  by  various  professional 
organizations.  Linda  Brooks,  former  Director  of 
Infection  Control  and  Environmental  Safety  for 
the  American  Hospital  Association  (AHA),  says 
“It  is  now  more  important  than  ever  that  hos- 
pitals take  a leadership  role  in  the  educational 
effort  because  of  the  misinformation  about  AIDS 
that  is  being  released  through  the  media.”®  The 
American  Medical  Association  (AMA)  has  de- 
veloped a three  tier  program  designed  to  educate 
physicians,  that  consists  of;  a)  The  direct  edu- 
cation of  physicians  about  AIDS;  b)  training  of 
physicians  to  be  community  educators;  and  c) 
AMA  education  and  interaction  with  community 
leaders.®’ “ The  American  College  of  Physi- 
cians and  the  Infectious  Diseases  Society  of 
America  encourage  physicians  to  take  complete 
sexual  histories  and  provide  candid  risk-reduc- 


tion education  for  high  risk  patients.®  Also,  the 
Physicians  Association  for  AIDS  Care  has  re- 
leased a news  journal  that  addresses  the  diversity 
of  clinical,  ethical,  social,  economic,  and  political 
dimensions  of  the  HIV  epidemic  (Physicians  As- 
sociation for  AIDS  Care,  101  West  Grand  Ave- 
nue, Suite  200,  Chicago,  IL  60610).'® 

Locally,  the  Brown  University  AIDS  Program 
(BRUNAP)  has  a subcontract  from  the  AIDS  Ed- 
ucation and  Training  Center  at  the  University  of 
Massachusetts  to  train  physicians  and  other  pri- 
mary care  providers  in  the  treatment  of  AIDS 
and  HIV  infection.  BRUNAP  trains  approxi- 
mately 25  providers  every  six  months,  in  issues 
ranging  from  clinical  work-up  and  antiviral  treat- 
ment of  an  infected  patient,  to  the  legal  ramifi- 
cations of  AIDS  legislation.  (For  further  infor- 
mation, coordinator  Joseph  Copeland  can  be 
reached  at  Memorial  Hospital,  (401)  722-6000, 
ext.  2602).'^  The  Rhode  Island  Department  of 
Health  is  very  active  in  AIDS  education  through 
promotion  of  speakers  and  materials.  They  have 
recently  developed  a physicians  guide  to  AIDS 
which  will  be  published  and  ready  for  distribu- 
tion in  the  spring  of  1989.  Also,  an  AIDS  con- 
ference, developed  specifically  for  physicians,  was 
held  on  May  24,  1989  (through  the  Rhode  Island 
Department  of  Health  Infectious  Diseases).  As 
of  now  there  is  no  specific  newsletter  devoted  to 
AIDS  available  locally,  although  one  would  clearly 
appeal  to  physicians. 

Recognizing  the  increasing  number  of  HIV- 
infected  patients  and  the  concomitant  impact  on 
physicians  and  other  health-care  workers,  RIH 
is  further  developing  educational  programs.  (The 
results  of  this  survey  have  been  shared  with  Bar- 
bara DeBuono,  MD,  Medical  Director  of  the  Dis- 
ease Control  Section  at  the  Rhode  Island  De- 
partment of  Health.)  The  indication  of  physicians’ 
preference  for  a newsletter  as  the  information 
vehicle  of  choice  reinforces  the  Health  Depart- 
ment decision  to  publish  its  new  quarterly  AIDS 
newsletter  for  physicians  throughout  the  state. 
Also  in  response  to  this  physician  preference,  the 
RIH  AIDS  Task  Force  chair  will  contribute  in- 
formation to  the  hospital’s  Physicians  Newsletter. 
RIH-All  Hours,  the  hospital’s  internal  publica- 
tion which  has  a monthly  distribution  of  7,000, 
will  continue  its  commitment  to  an  AIDS  infor- 
mation column. 
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FORGROmNGNEWENGLANDHMO 


We’re  a non-profit,  staff  model  HMO  'with 
over  90,000  members,  more  than  100  physicians 
and  a 17-year  history  of  solid  growth.  We 
provide  quality  care  in  our  own  health 
care  centers  in  Rhode  Island,  nearby 
Massachusetts  and  in  Brown 
University  teaching  hospitals. 

We  are  seeking  a BE/BC  pri-  - - 
mary  care  physician  with  interest  and  skills 
in  administration  to  serve  as  Associate 
Medical  Director  of  our  Lincoln,  Rhode  Island, 
health  care  center 


The  Lincoln  Center  has  been  in  opera- 
tion since  1986  and  serves  over  8,000 
members. 

RIGHA  is  located  in  one  of  the  most 
attractive  New  England  areas  with  access 
" to  beaches,  boating,  Boston  and  Cape  Cod. 

If  you’re  interested  in  a great  environment 
in  which  to  work,  live  and  raise  a family,  contact: 
Medical  Director 

RIGHA,  Rhode  Island  Group  Health  Association 
Two  Davol  Square,  Providence,  RI 02903 
401-421-4410 


::  RIGHA 

Rhode  Island  Group  Health  Association 
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\ ARMY  RESERVE  MEDICAL  PROFILE  NO. 9 

i 


JANN  LHOLWICK,M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSOO'USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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. Additional  information  available  to  the 

1.  Oataonftle,  Lilly  Research  Laboratories.  . A.  NZ-2907-B-949310  © isw.eu  uu.Y  ANocoMB*Ny  profession  on  request 


AXID® 


Briti  SummirY 

Contull  tttt  pKksQ*  Irttntuft  lof  compltlt  irrtonnitioti 
lAdiotiont  and  Uaaga  And  is  indicated  lor  up  to  eight  weeks  tor  the  ireatmenl  of 
' active  duodenal  ulcer  inmostpatients  the  utcer  will  heal  withtn  lour  weeks 
I And  IS  indicated  tor  maintenance  therapy  tor  duodenal  ulcer  paPents  at  a reduced 
I dosage  o1 1 SO  mg  h $ alter  healing  ot  an  active  duodena)  ulcer  fhe  consequerices 
I of  continuous  therapy  with  And  tor  longer  than  one  year  are  nd  known 
I Contraindication  And  is  contraindicated  m patients  wrth  known  hypersensit/viTy  to 
I the  drug  and  should  be  used  with  caution  in  pabents  with  hypersensrtmtY  to  o^ 

I Hrreceplor  antagonists 

I PrecauUona  Genera/  - 1 Symptomatic  response  to  mzabdine  therapy  does  not 
I preckidethepresenceofgastncmalignancy 

j 2 Because  nuabdine  is  eiicreted  prmaniy  by  the  kidney  dosage  should  be 
j reduced  m patients  with  moderate  to  severe  renal  insufficiency 
I 3 Pharmacokinetic  studies  n patients  with  hepatorenal  syridrome  have  not  been 
' done  Partotthedoseotnuatidineismetaboluedinthelrver  Inpatientswrthnormal 
I renal  function  and  uncomplicated  hepabc  dysfunction,  the  disposition  of  nuatidme 
' 1$  similar  to  that  in  normal  subiects 

' Uboralory  lesli  - False-positive  tests  for  urobilinogen  wrth  Muibstir*  may 
' occur  dunng  therapy  with  ntzabdine 

Drug  Interactions  No  interacbons  have  been  observed  between  Aud  and 
theopf^line,  chlordiazepoxide.  lora^epam,  lidocaine  phenytotn  and  wartarm  And 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  eruyme  system, 
therefore,  drug  interactions  mediated  by  mhibition  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3.900  moi  of  aspirm  daily, 
increases  ei  serum  salicylate  levels  were  seen  when  nuabdme.  mg  b i d was 
administered  concurrentty 

Caranogenesis,  Mutagenesis.  Impairment  of  ftttritty  - A two-year  oral  car- 
cinogenicity study  in  rats  wrth  doses  as  high  as  500  mg/kg/day  (about  BO  bmes  the 
recommended  daily  therapeutc  dose)  showed  no  evHl^e  of  a carctnogemc 
effect  There  was  a dose-related  increase  m the  density  of  enteiochromaffm-like 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a fvro-year  study  m mice,  (here  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  h^rplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  ^maJe 
mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  staosbcalfy  significant  ixreases  vi  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  wrth  no  numencai  increase  seen  m any  of  the  other 
dose  groups  The  rate  of  hepabc  carcinoma  m the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  lor  die  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  wrth  concunent  controls  and  evidence  of  mild  liver 
iniury  (bansaminase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepat^xic  dose,  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kgroay.  about  60  bmes  the  human  dose),  and  a negabve  mutagemcify 
battery  are  not  considered  evidence  of  a carcinogenic  potenbai  for  Axid 
And  was  not  mutagenic  in  a babery  of  tests  performed  to  evaluate  its  potenbai 
genetc  toxicity,  including  bactenaJ  mutabon  tests  unscheduled  ONA  synthesis, 
sister  chromabd  exchange  mouse  lymphoma  assay,  chromosome  aoerrabon 
tests,  and  a rmcronucleus  test 

In  a two-generabon.  pennalal  and  postnatal  ferblity  study  in  rats,  doses  of 
nirabdine  up  to  650  mg/kg'day  produced  no  adverse  effects  on  the  reproductive 
perlormance  of  parental  animals  or  their  progeny 
Pregnancy  Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  tebises.  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  Smite  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  m one  fetus  and  at  50  mg/kg  it  produced  ventncutar 
anom^.  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
tetus  there  are,  however,  no  adequate  and  well-controlled  studies  m pregnant 
women  n is  also  not  known  whether  ntzabdine  can  cause  tetaJ  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenb^  benebt  justifies  the  potenbai  nsk  to  the 
tetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  ora)  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  vrhen  adminis- 
tenng  nizabdine  to  a nursing  mother 

PerJiatnc  Use  - Safety  and  effectiveness  m children  have  not  been  established 
Use  in  ElrJeriy  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  ag^e  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposrbon  of  nizabdine  blderly  pabents  may  have 
reduced  renal  funcbon 

Adverse  Reactions:  Clinical  tnals  of  nizabdine  included  almost  S.CKXI  patients 
given  nizabdine  in  studies  of  varying  durabons  Oomesbc  placebo-controlled  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals.  sweabng  (1  % vs 
0 2%),urbcana{0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  l 3%)weresi9nifi- 
canVy  more  common  in  the  mzabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

Hepaf/c  - Hepatocellular  miury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST].  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  nizabdine  In  some  cases  there  was  marked 
elevabon  of  SGOT  S(jPT  enzymes  (greater  than  SCiO  lU/L)  and.  in  a single  instance 
SGPT  was  greater  than  2,00(5  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however  did  net 
significanby  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
CarUmascutv  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
lomabc  ventncular  tachycardia  occurred  in  two  individuaJs  administered  Axid  and  in 
three  untreated  subiects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
EntJoenne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freauency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
HerTiatologic  - Fatal  thrombocytopenia  was  reported  m a pabent  who  was 
treated  with  i^d  and  another  Hrteceptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweabng  and  urbeana  were  reported  signibcanby  more  fre- 
quentty  in  mzabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensitjvfty  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  mzabdine  have  been  reported  Because  cross-sen- 
sibvity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  lever,  and  nausea  related  to  nizatidine  administration  have  been  ' 
reported 


Overdotage  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  iitbe  clmical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-lype  effects,  including  lacnmaton.  salivation,  emesis,  miosis,  and 


diarrhea  Single  oral  doses  of  BOO  m^g  in  dogs  and  of  1.200  mg/kg  in  mon 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were 


were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  - To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage.  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  pabent 

tf  overdosage  occurs,  use  or  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clmicaJ  monrlonng  and  supportive  therapy  Renal  dialysis  lor 
four  to  SR  hours  increased  plasma  clearance 
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Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 


in  a Convenience  Pak  survey  (N  = 100y 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 


Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 


The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Ell  Lilly  and  Company 

IndianapotiSv  Indiana 
46285 


nizatidine 

Enhances  compliance 
and  convenience 
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THE  RHODE  ISLAND  MEDICAL  JOURNAL  HERITAGE 


Under  its  current  title,  the  Rhode  Island  Medical 
Journal  has  been  publishing  at  monthly  intervals 
for  73  uninterrupted  years.  The  contents  of  these 
87 1 past  issues  represent  a distillation  of  our  his- 
tory as  an  honored  profession  and  reflect  in  mi- 
crocosm the  progress  of  medicine  in  Rhode  Is- 
land during  this  century.  Our  problems, 
aspirations,  struggles,  concerns  and  anxieties, 
imagined  or  realized,  form  the  basis  for  countless 
editorials  appearing  during  these  seven  decades. 
This  printed  heritage  also  embraces  numerous 
articles  by  our  members,  contributions  by  inter- 
nationally noted  physicians  and  scientists,  vital 
statistics  of  the  state  of  Rhode  Island,  synopses 
of  our  business  meetings,  the  accomplishments 
of  certain  members,  and  the  customary  miscel- 
lany which  provide  such  a vital  part  of  any  or- 
ganizational journal.  To  read  these  older  issues 
is  to  be  both  inspired  by  the  accurate  predictions 
of  some  contributions  — and  humbled  by  the 
incorrectness  of  others.  Clearly,  our  professional 
history  did  not  begin  with  yesterday’s  local  news- 
paper. 

The  editors  of  the  Rhode  Island  Mediccd  Journal 
believe  that  the  legacy  of  our  publication  is  an 
important  part  of  our  identity.  Accordingly,  at 
about  monthly  intervals,  the  Journal  will  carry 
brief  segments  abstracted  from  the  issues  of 
twenty-five  and  fifty  years  ago.  These  short  sum- 
maries will  serve  to  demonstrate  how  far  we  have 
advanced  in  certain  arenas,  and  how  little  we 
have  progressed  in  others.  Furthermore,  the 
problems  which  seem  novel  to  us  today  may  re- 
veal themselves  to  be  problems  which  equally 
burdened  our  colleagues  decades  ago.  It  is  also 
instructive  to  observe  how  the  spectrum  of  dis- 
eases has  evolved  during  these  decades  and  the 


J 


extent  to  which  medical  understanding  has  al- 
tered even  our  nomenclature.  It  is  our  hope  that 
these  synopses  will  be  a source  both  of  enter- 
tainment and  education. 


Fifty  Years  Ago  (JUNE,  1939) 

T\\e  Journal  is  edited  at  that  time  by  Albert  Miller, 
MD  and  the  Associate  Editors  are:  Charles  Brad- 
ley, MD,  William  Buffum,  MD,  Alex  Burgess, 
MD,  Francis  Chafee,  MD,  Cecil  Dustin,  MD, 
Henri  Gauthier,  MD,  John  Ham,  MD,  John  Hel- 
frich,  MD,  Ernest  Thompson,  MD,  George 
Young,  MD. 

The  lead  article  entitled,  “Surgery  in  the 
Treatment  of  the  Disorders  of  the  Autc^nomic 
Nervous  System”  is  a rigorously  extensive  review 
of  the  subject  by  a young  surgeon  named  Seebert 
J.  Golclowsky,  MD  who  had  graduated  from 
medical  school  only  a few  years  before  this  pub- 
lication. In  summary,  the  author  notes:  “The  dis- 
orders which  have  responded  to  surgical  pro- 
cedures upon  the  autonomic  nervous  system  are 
as  follows:  [1]  Raynaud’s  disease  and  sclero- 
derma. [2]  Thrombo-angiitis  obliterans.  [3]  Es- 
sential hyperhidrosis.  [4]  Chronic  rheumatoid  ar- 
thritis. Vasospasm  and  sweating.  [5]  Infantile 
paralysis.  Vasospasm  and  sweating.  [6]  Erythro- 
cyanosis  associated  with  chronic  chilblains.  [7] 
Traumatic  vasomotor  neuroses  and  causalgia.  [8] 
Idiopathic  megacolon.  [9]  Dysmenorrhea.  [10] 
Pelvic  malignancy.  [11]  Angina  pectoris.  [12]  Es- 
sential hypertension.  [13]  Carotid  sinus  syn- 
drome. [14]  Miscellaneous.” 
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The  lead  editorial,  entitled  “ The  Ihoduct  ol  a 
Hospital”  notes:  “In  spite  ol  the  iinpioved  meth- 
ods oldiagnosis  and  treatment,  the  improvement 
in  nursing,  diminished  maternal  mortality,  and 
freedom  from  the  mortality  ol  (lij)htheria,  ty- 
phoid fever  and  the  diarrhoeal  diseases  of  child- 
hood, some  of  onr  hosj)itals  now  show  no  such 
improvement  in  mortality  statistics  as  would  seem 
tojustify  the  increased  expense  of  hosjjital  treat- 
ment. We  offer  as  a topic  for  discussion  the  (jiies- 
tion  as  to  whether  these  hospitals  should  be  fairly 
judged  by  the  height  of  their  buildings,  the  mag- 
nificence of  their  operating  equipment,  the  num- 
ber of  their  X-ray  machines,  the  extent  of  their 
laboratories  or  by  their  success  or  failure  in  the 
treatment  of  disease.” 

Vital  statistics  from  the  Health  Department  for 
April,  1939,  show  an  overall  mortality  rate  of 
13.7/1,000,  an  infant  mortality  rate  of  39.5/1,000 
births  and  a birth  rate  of  21.5/1,000.  The  roster 
of  communicable  diseases  list  7 deaths  from  pul- 
monary tuberculosis. 


Twenty-Five  Years  Ago  (JUNE,  1964) 

The  Journal  is  edited  by  Seebert  J.  Goldowsky, 
MD,  and  the  Committee  on  Publications  includes 
Alex  Burgess,  MD,  John  Gilman,  MD,  Seebert 
Goldowsky,  MD,  Robert  Lewis,  MD,  Peter  Ma- 
thieu,  MD,  Jose  Ramos,  MD,  Laurence  Sense- 
man,  MD,  and  Milton  Hamolsky,  MD. 

The  lead  article  is  the  1963  Fiske  Essay  written 
by  Hinderikus  Zondag,  MD,  from  the  Nether- 
lands, on  the  subject:  “Enzyme  Activity  in  Dys- 
germinoma  and  Seminoma.”  The  article  con- 
cludes: “[1]  This  paper  reports  on  a clinical  study 
of  serum  LDH-isoenzymes.  Normal  serum  values 
are  presented,  and  the  isoenzyme  distribution  in 
human  organs  and  tissues  is  given.  [2]  In  about 
one-half  of  150  cases  with  various  neoplastic  dis- 
eases a typical  serum  enzyme  pattern  was  found 
with  elevated  LDH  activity  in  the  middle  frac- 
tions. [3]  In  cases  of  seminoma  testis  and  dys- 
germinoma  of  the  ovary  a special  pattern  of  serum 
LDH  appeared  to  exist,  with  high  activity  in  LD, 
and  LDg-  [4]  The  results  are  discussed  and  the 
conclusion  is  reached  that  the  determination  of 
LDH-isoenzymes  can  be  an  important  aid  in  the 
diagnosis  and  follow-up  of  malignant  diseases.” 

Another  paper  entitled,  “Prognostic  Signifi- 
cance of  Myelography  in  Traction  Injuries  to  the 


Brachial  Plexus”  is  written  by  Henry  Litchman, 
MD  and  David  Barry,  MD. 

riie  Presidential  Address  by  the  Society’s  Pres- 
ident lor  1963-64,  I homas  Perry,  Jr.,  MD,  sur- 
veys the  activities  of  the  Society  during  the  past 
year.  Mention  is  made  of  a committee  assigned 
to  consider  the  feasibility  of  combining  the  So- 
ciety’s libi  ary  with  that  at  Bi'own  University.  Per- 
ry’s address  also  comments  on  the  enormous  in- 
crease in  j)ublic  use  of  hosj)ital  emergency  rooms 
[instead  of  doctor’s  officesj,  and  states,  “ . . . a 
new  committee  with  rej)resentatives  from  each 
hospital  has  been  appointed  to  see  if  there  is 
anything  we,  as  doctors,  should  be  doing  to  in- 
fluence this  trend.” 

“Another  committee  has  met  once  with  labor 
representatives  to  discuss  their  as  yet  embryo  ideas 
of  forming  a group  health  association.  In  brief 
such  an  association  would  offer  more  services 
than  the  Blue  plans  and  would  be  staffed  largely 
by  full-time  physician  employees.  Those  who  at- 
tended this  meeting  came  away  with  the  impres- 
sion that  the  individuals  developing  this  plan  are 
sincere  in  their  efforts  to  offer  a really  good 
product,  and  if  a good  plan  cannot  be  developed 
there  probably  won’t  be  any  at  all.” 

The  Presidential  Address  provides  f urther  ob- 
servations on  public  service  by  the  physicians  of 
Rhode  Island,  and  comments  on  The  National 
Scene  that,  “ . . . The  Rhode  Island  Medical  So- 
ciety resolution  on  integration  was  defeatecf  in 
the  American  Medical  Association  House  of  Del- 
egates. ...  It  hardly  seems  proper  that  an  indi- 
vidual who  has  obtained  his  medical  training 
should,  because  of  color,  be  kept  from  the  ad- 
vantages, educational  and  otherwise,  provided  by 
our  medical  societies.  Our  resolution,  with  its  pu- 
nitive clause  for  societies  not  integrating,  proved 
too  strong.  We  believe  its  objectives  will  even- 
tually be  achieved.  Our  own  House  of  Delegates 
has  already  voted  its  support  of  a New  York  civil 
rights  resolution  to  be  presented  at  the  next 
American  Medical  Association  meeting.” 

There  is  also  discussion  on  impending  federal 
legislation,  such  as  the  Kerr-Mills  and  the  King- 
Anderson  Bills  both  of  which  concern  the  con- 
troversial subject  of  medical  care  for  the  elderly. 

The  principal  editorial  addresses  workmen’s 
compensation  medical  costs  and  the  allegations 
of  the  Providence  newspaper  that  the  burden  of 
blame  is  with  the  physicians  and  “ . . . the  costs 
of  the  program  discourages  industry  from  lo- 
cating in  this  state.” 
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REDUCED  MALPRACTICE  PREMIUMS 

THE  WESTMINSTER  GROUP  PRESENTS  THE  PHYSICIANS  NATIONAL  RISK  RETENTION 
GROUP,  A PHYSICIAN  OWNED  MALPRACTICE  CARRIER  CURRENTLY  OFFERING  REDUCED 
MALPRACTICE  RATES  FOR  RHODE  ISLAND  PHYSICIANS.  THIS  COMPANY  WAS  FORMED 
TO  ALLOW  PHYSICIANS  WHO  ARE  GOOD  DOCTORS  AND  GOOD  INSURANCE  RISKS  TO  SAVE 

SUBSTANTIAL  MONEY  ON  THEIR  MALPRACTICE  PREMIUMS,  AND  TO  HAVE  AN  EQUITY 
POSITION  IN  THE  COMPANY.  REVIEW  OUR  RATES  AND  DISCOUNTS  AND  CALL  US  FOR  A 

QUOTE  AT  401-781-2250,  OR  WRITE  THE  WESTMINSTER  GROUP  AT  THE  ADDRESS  BE- 

LOW. 

ALL  RATES  ARE  FOR  $1,000,000/13,000,000 

COVERAGE,  WITH  A CLAIMS  MADE  POLICY. 

RATES  INCLUDE  THE  BASE  PREMIUM,  TAXES,  SURPLUS  REQUIREMENTS  AND  THE  $150.00 
POLICY  FEE.  FIVE  YEAR  SAVINGS  ARE  PROJECTED  AND  NOT  GUARANTEED. 

DERMATOLOGY 

INTERNAL  MEDICINE  (CLASS  ONE) 

FIRST  YEAR:  $2,179 

$ 2,686 

FIFTH  YEAR:  $5,222 

$ 6,490 

JUA:  $7,550 

$ 7,550 

FIVE  YEAR  SAVINGS:  $16,000 

$11,000 

GASTROENTEROLOGY  (MINOR  SURGERY) 

CARDIOLOGY  (BIOPSIES  AND  GATH) 

FIRST  YEAR:  $2,759 

$ 2,759 

FIFTH  YEAR:  $6,670 

$ 6,670 

JUA:  $13,589 

$21,139 

FIVE  YEAR  SAVINGS:  $41,000 

$79,000 

UROLOGY 

OPHTHALMOLOGY 

FIRST  YEAR:  $ 5,220 

$ 5,220 

FIFTH  YEAR:  $12,826 

$12,826 

JUA:  $25,668 

$21,139 

FIVE  YEAR  SAVINGS:  $77,000 

$54,000 

ENT 

GENERAL  SURGERY 

FIRST  YEAR:  $ 6,489 

$11,027 

FIFTH  YEAR:  $15,996 

$27,343 

JUA:  $25,668 

$37,748 

FIVE  YEAR  SAVINGS:  $64,000 

$80,000 

OBS/GYN 

FIRST  YEAR:  $18,911 
FIFTH  YEAR:  $47,055 
JUA:  $47,561 

FIVE  YEAR  SAVINGS:  $50,008 

DISCOUNTS:  5 YEARS  NO  CLAIMS:  10% 

10  YEARS  NO  CLAIMS:  20% 

OCEAN  STATE  PROVIDERS:  ADDITIONAL  10%  P.O.  Box  8929 

Warwick,  RI  02888 

WE  CAN  SAVE  YOU  MONEY! 
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OB/GYN  PRACTICE 
& 

OFFICE  TO  SHARE 

BUILDING  FOR  SALE 
FAIRFIELD  COUNTY 

Modern,  well-equipped  medical 

office  (1000  sq.  ft.)  to  share  in 

Yearly  Gross  Income 

medical  office  building  located 

$410,000.00  plus 

one  block  from  Miriam  Hospital. 

150  deliveries.  Prime  location. 

Elevator,  X-ray,  and  lab  facilities. 

Malpractice  C.M.I.C.  Physician 

Ample  parking. 

owned.  Claims  made,  1st  year 
$7,000.00,  10  rooms. 

273-2070 

Fully  equipped. 

(203)  579-0632 

Home  Infusion  Therapy 

OUR  PEOPLE  At  Clinical  IV  NetworK  people  are  our  major 
resource.  Our  pharmacists  and  nursing  staff  are  highly 
qualified,  fully  accredited  professionals  with  the  experience 
required  to  deliver  a full  range  of  home  infusion  therapies. 

OUR  UNMATCHED  FACILITIES  We  prepare  medications 
and  solutions  in  our  IV  lab  which  has  been  tested  and  certified 
as  a Class  1000  Clean  Room.  Our  lab  is  the  only  one  of  its  kind 
in  Rhode  Island  to  meet  these  high,  quality  assurance 
standards. 

OUR  COMMITMENT  Home  infusion  therapy  requires  a 
special  kind  of  commitment ...  a commitment  to  maintain  a 
high  level  of  professional  care,  without  compromise.  By 
scrupulously  maintaining  the  physician’s  treatment  plan. 
Clinical  IV  Network  is  committed  to  earning  the  trust  and 
confidence  of  physicians  and  patients  alike. 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 
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BOOK  REVIEW 


Usher  Parsons 


Yankee  Surgeon:  The  Life  and  Times  of  Usher  Par- 
sons, 1788-1868.  Seebert  J.  Goldowsky,  MD.  Bos- 
ton: Francis  A.  Countway  Library  of  Medicine, 
1988,  450  pp„  $24.50. 

Whenever  medical  history  in  Rhode  Island  is 
discussed,  the  name  of  LIsher  Parsons,  MD  is  apt 
to  be  in  the  forefront.  He  was  the  leading  sur- 
geon in  the  state  in  the  first  half  of  the  19th 
Century.  His  career  encompasses,  among  other 
experiences,  the  Battle  of  Lake  Erie  in  1813,  pro- 
fessorship in  the  first  incarnation  of  the  Brown 
University  Medical  School,  the  Dorr  Rebellion, 
and  active  participation  in  the  fledgling  AMA,  of 
which  he  was  Acting  President.  It  culminated  with 
the  attainment  of  one  of  his  principal  objectives, 
the  opening  of  the  Rhode  Island  Hospital  in  1868. 

Even  in  this  century,  accounts  of  his  contri- 
butions have  appeared  many  times  in  the  Rhode 
Island  Medical  Journal  in  connection  with  early 
surgery.  Brown  L?niversity,  the  Rhode  Island 
Hospital,  and  the  Rhode  Island  Medical  Society 
itself.  But  aside  from  a brief  memoir  of  Parsons’s 
life  written  by  his  son  Charles  in  1870,  there  has 
been  no  other  full  account  of  his  life  until  now. 
Seebert  Coldowsky’s  Yankee  Surgeon,  therefore, 
fills  a void  and  does  so  handsomely.  Dr  Col- 
dowsky  has  been  writing  this  book  for  thirty  years. 
As  he  has  turned  up  more  and  more  pertinent 
material  about  the  subject,  including  two  large 
treasure  troves  of  memorabilia  from  New  York 
State  and  Virginia,  his  horizons  have  widened. 
He  has  therefore  had  to  start  afresh  on  two  oc- 
i casions.  The  result  is  a beautiful  volume  that  will 
be  valued  by  anyone  interested  in  New  England 
i history,  most  of  all  those  of  us  with  medical  roots 
in  Rhode  Island.  Parsons  himself  became  an  his- 
torian in  later  life,  so  that  one  moves  with  him 
j into  such  fields  as  Rhode  Island  Indian  lore  and 
) the  Battle  of  Louisburg  in  1745. 

Some  idea  of  the  scholarship  that  has  gone  into 
this  work  comes  from  the  fact  that  the  seventeen 
chapters  are  accompanied  by  1,924  references. 

I These  are  conveniently  placed  at  the  chapter 


ii 


ends,  so  that  they  do  not  clutter  the  text,  but  are 
easily  reached  when  desired. 

Dr  (ioldow'sky’s  style  makes  for  easy  reading. 
His  occasional  brief  remarks  on  Parsons’s  clinical 
performances  and  medical  writings  (he  was  a 
prolific  writer  for  his  time  and  place)  point  out 
the  good  and  the  bad,  both  in  comparison  to  his 
contemporaries  and  to  modern  medicine. 

Much  of  this  book  is  truly  gripping  — the  can- 
nonballs coming  through  his  surgery  at  Lake  Erie, 
the  story  of  his  brief  ill-fated  marriage  to  Dr 
Oliver  Wendell  Holmes’s  sister,  and  the  battle 
between  the  medical  faculty  and  the  Browm 
administration,  among  other  things. 

There  are  times,  though,  when  Parsons’s  life 
was  pretty  humdrum.  In  the  book  these  periods 
are  enlivened  by  well-documented  vignettes  from 
the  social  life  of  Ohio,  Boston,  Providence,  and 
elsewhere,  as  well  as  local  and  national  political 
events.  Parsons  knew  a great  many  important 
people  of  his  time.  Incidentally,  medical  politics 
in  Rhode  Island  could  be  pretty  vicious. 

In  the  opinion  of  this  reviewer  Yankee  Surgeon 
is  easily  the  number  one  literary  achievement  by 
a Rhode  Island  physician  in  my  lifetime. 

Thomas  Perry,  Jr.,  MD 
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MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


:iJfafnyU 
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COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 


LUXURY 

VACATION  RENTALS 

Spectacular  ocean  front/ocean 
view  properties  in  premier 
locations,  Downeast  Maine  and 
Hawaii,  with  panoramic  views, 
luxurious  furnishings,  golf,  tennis, 
swimming,  etc.  Available  monthly 
or  by  season  all  year.  Full 
references.  No  third  parties. 

821-6123 
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Dermatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou. 

Because  tlie  care  and  treatment  of  ptitienrs  is  so  important  to  you, 
it's  impoitint  to  us.  That's  wiry,  at  Dermatopath  liib,  we  assure 
\'ou  of  high  quality;  relial:)le  slide  processing  and  inteipremtion 
of  all  your  dermatolog\’  specimens. 

Slides  are  prepared  by  ASCP  Registered  Technicians  and  inter- 
preted b\a  Board  Cenified  Dermatologist/Dermatr)pathologist. 

Among  the  senices  we  provide  are:  Slide  Processing,  H&E 
(Gross  and  .Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Suiins,  Crtolog)-  ;ind  Immunoperoxidttse.  .All 
a\'ailable  at  affordable  costs!  For  added  conrenience,  FREE  POST- 
AGE ( both  ways ),  along  with  supplies  ( materials,  vials  and  reports ) 
are  piwided  for  you. 

'Xlten  it  comes  time  for  payment,  computerized  billing  reports, 
prepared  monthly,  make  your  bookkeeping  records  easy  to 
process. 

Read}-  to  ha\e  \'Our  dermatolog}-  specimen  rec|uirements  an- 
.s^^■ered  b\-  professionals  as  concerned  about  patient  care  ;is  \’ou 
are?  Call  todty.  Toll  Free  l(800)323-5'’-i8,or(401 ) 

421-"’8"’0  .Monday-Friday  8:30am-4:30pm. 

Or  r\rite:  Dermatopath  Lab,  PO  Box  6810, 

Pro\idence,  R1 02940.  Dr.'t'vonnc  Hines,  M.D., 

Dermatologist  / Dermatopathologist. 


( 


i 
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LAW  OFFICE 
OF 

HERBERT  M.  ADAMS,  J.D. 

GENERAL  LAW  PRACTICE 
MEDICAL  COLLECTIONS 

GOVERNOR  FINANCIAL  CENTER 

P.O.  Box  2502 
285  Governor  Street 
Providence,  Rhode  Island  02906 
(401)  421-1364 
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RHODE  ISLAND  OPPORTUNITY 
ORTHOPEDIC  SURGEON 

A 60  bed  acute  care  general  hospital  with 
an  additional  20  bed  rehabilitation  unit  is 
in  urgent  need  of  a Board  Certified/Eli- 
gible M.D.  or  D.O.  Orthopedic  surgeon. 
Sixty  primary  physicians  will  offer  an  ex- 
cellent referral  base.  Ample  surgical  time 
available  as  well  as  use  of  new  outpatient 
surgical  area.  Busy  E.R.  with  additional 
referrals. 

CONTACT:  James  W.  Cole,  D.O. 
Cranston  General  Hospital 
1763  Broad  Street,  Cranston,  Rl  02905 
(401)  781-9200 


The  770  Building. 

For  professionals  who  are  on  the  move 


If  you  are  in  the  market  for  a larger  office  suite  or 
are  looking  to  establish  your  first  professional  office 
in  a high  visibility  area,  the  770  Building  could  be 
the  ideal  location. 

Situated  on  a major  thoroughfare  in  Providence, 
this  two  story  red  brick  and  cinder  block  building 
offers  9(X)0  sq.  ft.  of  prime  office  complex  for 
physicians,  lawyers,  dentists  or  any  other 
combination  of  professionals. 

The  770  Building  is  just  moments  from  1-95  and 
has  the  advantage  of  close  proximity  to  Miriam 
Hospital,  the  new  Capital  Center,  the  court  house, 
the  state  house,  the  railroad  station.  RISD  and 
Brown  University. 

Offered  for  lease,  each  office  can  be  subdivided  to 
suit  your  individual  needs  and  can  be  custom 
designed  with  your  choice  of  everything  from 
interior  colors  and  window  treatments  to  private 
lavatories  and  kitchens. 


Features; 

► Custom  designed  faalities 

► Centra!  conference  room 

► Yeor-rourui  temperature  control 

► Ample  off-street  parking 

► Spacious  suites  from  i.ooo  sq.  ft. 

► Convenient  locanon  u ith  easy  access  to 
maiOT  highways 


Call  Richard  Klein,  944-4506 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hy(lroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  pnked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflovvor  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatnc.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ’^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 4 i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  Increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5,4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 

References; 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tfinafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


Computerizing  doesn’t 
have  to  be  risky,  or 
expensive! 

We’ve  developed  a library  of  proven, 
nationally  marketed  medical  billing/office 
management  software. 

From  the  single  provider  practice,  to 
the  large  multi-specialty  clinics,  our  cus- 
tomers computerize  with  confidence. 

We  don’t  sell  a software  product  un- 
less it  meets  our  standards  and  a mini- 
mum requirement  of  1,000  successful! 
medical  installations. 

Call  New  England’s  fastest  growing 
health  care  computer  company  for  pricing 
information  and  a free  video  tape 
demonstration. 

G Barry  & Associates,  Inc. 
(401)  331-9770 


Garden  City  Treatment  Center 
Cranston,  Rl 

seeking  career  orienteid 
Board  Certified  or  Board  Eligible 

EMERGENCY  PHYSICIAN 

or 

FAMILY  PRACTICE  PHYSICIAN 

Full  or  Part  Time  Position 
Very  Competitive  Reimbursement 
Malpractice  Paid  for  Full  Time  Only 

Send  CV  to: 

Adib  Mechrefe,  MD,  FACEP 
1 1 50  Reservoir  Avenue 
Cranston,  Rl  02920 
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Continuing  Medicai  Education 


JULY  1989 


The  Memorial  Hospital 
Contact:  (401)722-6000,  ext.  2142 


Date:  MTWF 
Time:  12:15  pm 

Topic:  Medicine/Family  Medicine 
Speaker:  Multidisciplinary  roster 
Location:  Sayles  Conference  Room  #2  & #3 

• • • 

Date:  Every  other  Monday 
Time:  12:15  pm 

Topic:  Pulmonary  Case  Review 

Speaker:  Frederic  G.  Hoppin,  MD  and  colleagues 

Location:  Sayles  Conference  Room  #2  & #3 

• • • 

Date:  Every  Tuesday 
Time:  8:00  am 

Topic:  Cardiology  Conference 

Speaker:  Richard  A.  Carleton,  MD  and  colleagues 

Location:  Sayles  Conference  Room  #1 

• • • 

Date:  Every  Tuesday  (except  last  Tuesday  of 
month) 

Time:  8:00  am 

Topic:  Hematology/Oncology  Conference 
Speaker:  Manfred  Steiner,  MD  and  colleagues 
Location:  Immunology/Oncology  Conference 


Date:  Last  Tuesday  of  each  month 
Time:  7:30  am 

Topic:  Tumor  Board  Conference 

Speaker:  Manfred  Steiner,  MD  and  colleagues 

Location:  Physicians’  Auditorium 

• • • 

Date:  Every  Wednesday 
Time:  10:00  am 
Topic:  Medical  Grand  Rounds 
Speaker:  Distinguished  Guest  Speakers 
Location:  Physicians’  Auditorium 


Date:  Every  Wednesday 
Time:  8:00  am 

Topic:  Pediatric  Grand  Rounds 

Speaker:  Louise  S.  Kiessling,  MD  and  colleagues 

Location:  Physicians’  Auditorium 

• • • 

Date:  Every  other  Wednesday 
Time:  12:15  pm 

Topic:  Infectious  Diseases  Conference 
Speaker:  Kenneth  H.  Mayer,  MD  and  colleagues 
Location:  Sayles  Conference  Room  #2  & #3 

• • • 

Date:  Every  Thursday 
Time:  8:00  am 

Topic:  Surgical  Grand  Rounds  — Surgical  Mor- 
tality/Morbidity 

Speaker:  Stephen  J.  Hoye,  MD  and  colleagues 
Location:  Physicians’  Auditorium 

• • • 

Date:  Every  Thursday 
Time:  8:00  am 

Topic:  Orthopedic  Conference 

Speaker:  Richard  G.  Bertini,  MD  and  colleagues 

Location:  Sayles  Conference  Room  #2 

• • • 

Date:  Every  Thursday 
Time:  8:00  am 
Topic:  OB/Gyn  Conference 
Speaker:  Ronald  R.  Ricco,  MD  and  colleagues 
Location:  Sayles  Conference  Room  #1 
• • • 

Date:  Every  Thursday 
Time:  12:15  pm 

Topic:  Family  Practice  Grand  Rounds 
Speaker:  Vincent  R.  Hunt,  MD  and  colleagues 
Location:  Physicians’  Auditorium 
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Institute  of  Mental  Health 


Contact:  (401)464-2458 


Date:  July  13,  1989 
Topic:  Case  Conference 
Speaker:  Lorin  Mimless,  MD  — presenting 
Matthew  Ediund,  MD  — moderating 
Location:  Adolph  Meyer  Building 
3rd  floor  conference  center 


Date:  July  27,  1989 
Topic:  Case  Conference 
Speaker:  Aimee  Schwartz,  MD  — presenting 
Eileen  McNamara,  MD  — moderating 
Location:  Adolph  Meyer  Building 
3rd  floor  conference  center 


• • • 

Butler  Hospital 

Contact:  (401)  456-3750 

Date:  Friday,  July  28  and  Saturday,  July  29,  1989 
Topic:  “Computers  in  Neuropsychology: 
Applications  in  Assessment  & Rehabilitation” 
Location:  Center  for  Information  Technology, 
Brown  University 


• • • 


MetLife  Healthcare  Network  is  proud  of  the  high 
quality  providers  rendering  medical  services  to  our 
members.  Our  latest  total  represents  400  medical  and 
surgical  practitioners;  twelve  hospitals  and  numerous 
diagnostic  facilities  throughout  the  state. 

As  we  progress,  it  becomes  more  and  more  apparent 
that  our  Primary  Care  Provider  driven  model  offers  a 
superior  product  for  the  consumer  and  a unique 
physician  oriented  organization  for  the  provider. 

If  you  would  like  more  information  on  participation 
with  MetLife  Healthcare  Network,  please  call  our 
Professional  Relations  Manager,  Fay  Catterall  at  (401) 
822-3243. 


HEALTHCARE  NETWORK 


An  Affiliate  of  Metropolitan  Life  Ireiurance  Company 


+z*zt 
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Information  for  Authors 

Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  copy  (not 
all  capitals)  on  8'/2xl  1 inch  firm  typewriter  paper,  aouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 '/z  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  typographic  monotony  of  the  text.  Pages 
must  be  numbered  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  All  manuscripts  must  include  a title  page  which 
details  the  following  information:  (1)  a brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD,  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialty,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  address  of  principal  author;  and  (5)  office  telephone 
number  of  principal  autnor. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  ^ handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
top,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (100  copies  minimum  order)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botn  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  by  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  Journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 


PROMOTE  AIDS 
EDUCATION 


AMA  MEDICAL 
STUDENT  SECTION 
T-SHIRT  SALE 


Wear  the  t-shirt  that  promotes 
AIDS  education.  The  t-shirts’ 
slogan  "Spread  the  Word, 
Not  the  Disease  - AIDS" 
reflects  the  Medical  Student 
Section's  ongoing  commitment 
to  AIDS  education.  The 
Section  sponsors  a community 
action  program  "AIDS 
Education;  Medical  Students 
Respond"  through  which 
medical  students  help  educate 
adolescents  about  AIDS. 

The  t-shirts  are  bright  red  and 
are  available  in  sizes  large  and 
extra  large. 

Please  enclose  a $10.00 
donation  (per  shirt)  to  the  AMA- 
MSS/AMA-ERF  International 
Scholars  Fund.  Price  includes 
postage  and  handling.  All 
proceeds  will  benefit  the 
Scholars  Fund. 


AMA-MSS/AMA-ERF 
International  Scholars  Fund 
P.O.  Box  59473 
Chicago,  IL  60659 

Please  send  me t-shirts 

at  $10.00  each.  Size 

Check  enclosed  for  $ 

Name 

Address 

City,  State 

Zip 
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EAHNG 
RIGHT 
CAN  HELP 
RBXICE 
THERISK 
OF  CANCER. 

It  can  also  help  you  reduce  your  weight. 


And  since  a 12-year  study  shows  that  being  40%  or  more  overweight  puts  you  at  high  risk, 
it  makes  sense  to  follow  these  guidelines  for  healthy  living ! Eat  plenty  of  fruits  and  vegetables 
rich  in  vitamins  A and  C— oranges,  cantaloupe,  strawberries,  peaches,  apricots, 
broccoli,  cauliflower,  brussel  sprouts,  cabbage.  Eat  a high-fiber, 
low-fat  diet  that  includes  whole-grain  breads  and  cereals  such  as 
oatmeal,  bran  and  wheat.  Eat  lean  meats,  fish,  skinned  poultry  and 
low-fat  dairy  products.  Drink  alcoholic  beverages  only  in  moderation. 

For  more  information,  call1-800-ACS-2345.  ^ 

V CANCER 


AAAERICAN 


SOQETY 


Created  by  Lois  Pitts  Gershon  Pon  GGK 


VASOTEC 


(ENALAPRIL  MALEATE  i MSD) 


Contraindications:  VASOTEC*  (Enalapnl  Maleale.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
paliehlstrealedwithACEinhibilors,includingVASOTEC  Insuch cases, VASOTECshouldbeprompIlydisconlinuedand the 
patient  carefully  observed  until  Iheswelling  disappears  In  instances  where  swelling  hasbeen  confined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  IrealmenI,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  nol  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  Initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  uhder  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  IrealmenI  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarcllon  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  II  symplomalic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
NeutropenialAgranulocylosis.  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  palienis  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  dala  Irom  clinical  trials  ot  enalapril  are  insutticient  to  show  that  enalapril 
does  nol  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  Genera/  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associateil  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
lailure  and/or  death 

In  clinical  sludies  in  hypertensive  palienis  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  palienis  These  increases  were  almost  always  reversible  upon 
disconlinualion  ol  enalapril  and/or  diurelic  Iherapy.  In  such  palienis,  renal  lunction  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  palienis  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessmeni  ol  renal 
lunction.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5,7  mEq/L)  was  observed  in  approximaleiy  1%  ot  hypertensive  patients  in 
ciinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  palienis  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  nol  a cause  for  discontinuation 

Risk  lactors  lor  the  development  ol  hyperkalemia  include  renal  insufticlency,  diabetes  mellitus,  and  the  concomitant  use 
ol  polassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  al  all,  with  VASOTEC  (See  Drug  Interactions.) 

SurgerylAnesthesia  In  palienis  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormalion  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Intormalion  lor  Palienis: 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirsi  dose  ol  enalapril 
Palienis  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension.  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  lirsI  lew  days  ol  therapy  II 
actual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  the  drug  until  they  have  cohsulled  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  lold  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  lold  to  report  promptly  any  indication  ol  inlection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia, 

NOTE  As  with  many  other  drugs,  certain  advice  lo  palienis  being  treated  with  enalapril  is  warranted  This  intormalion  is 
intended  lo  aid  in  the  sale  and  effective  use  ol  this  medication  It  is  nol  a disclosure  ol  all  possible  adverse  or  intended 
eltects 

Drug  Inleiaclions: 

Hypotension.  Palienis  on  Diuretic  Therapy  Palienis  on  diuretics  and  especially  those  in  whom  diuretic  Iherapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  Iherapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  antihyperlensive  etteci  ot  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  signiticanl 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium  Therelore,  it  concomitant  use  of  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia.  Ihey  should  be  used  with  caution  and  with  Irequent  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Lithium  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established.  It  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently 


Pregnancy- Category  C.  There  was  no  leloloxicily  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  Ihe  maximum  human  dose)  Feloloxicily,  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  bul  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more  Saline  supplementation  prevented  Ihe  maternal  and  tetal  toxicity  seen  al  doses  ol  3 and  10  mg/kg/day,  bul  nol  al 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  lound  lo  cross  Ihe  placenta  lollowing  administration  ot  labeled  enalapril  lo  pregnant  hamsters 

There  are  no  adequate  and  well-conlroiled  sludies  in  pregnant  women  VASOTEC®  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  it  Ihe  polenlial  benelil  luslilies  Ihe  potential  risk  lo  Ihe  lelus 

Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  following  administration  ol  '■•C  enalapril  maleale  It  is  nol 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  eltectiveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%),  orlhoslalic  ettecls  (1 2%).  and  asthenia  (1 1%) 

Heart  Failure.  The  most  Irequeht  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%),  hypotension  (6  T%).  orthostatic  eltects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (2 1%),  and  diarrhea 
(21%) 

Other  adverse  experiehces  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%).  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthostatic  hypo- 
tension (16%).  vertigo  (1,6%),  angina  pectoris  (15%).  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (13%),  dyspnea 
(1 3%).  urinary  tract  inteclion  (1.3%),  rash  (1 3%),  and  myocardial  inlarclion  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  lo  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction.  rhythm  distur- 
bances. atrial  tibrillalion.  palpitation 

Digestive  Ileus,  pancrealilis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inteclion 
Skin  Herpes  zosler.  pruritus,  alopecia.  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manilestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  Iherapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal.  It  angioedema  ol  ihe  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  palienis 
lollowing  Ihe  initial  dose  or  during  extended  Iherapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  iherapy 
in  01%  ot  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  palienis  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ol  iherapy.  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomilani  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  Iherapy,  were  observed  in  about  11%  ol  palienis  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hemalocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  bul  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued Iherapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  Iherapy  with  VASOTEC  lo  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  It  Ihe  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diurelic  therapy  may  be  resumed 
It  Ihe  diurelic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  palienis  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  healed  once  daily  Ihe  antihyperlensive  etteci  may  dimmish  toward  Ihe  end  ol  ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  sail  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mlymin  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  palienis  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  &3  mg/dL),  Ihe  lirst  dose  is  2 5 mg  once  daily  The  dosage  may  be 
lilraled  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  iherapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASOTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) It  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  diminish  Ihe  likelihood 
ol  hypolehsion  The  appearance  ot  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  etiective  management  ol  Ihe  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  failure  is5to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg,  Once-daily 
dosing  has  been  etiective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV).  palienis  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACIDLOGY,  Pharmacodynamics  and  Clinical  Eltects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  AdiusImenI  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1,6  mg/dL,  Iherapy  should  be  iniliated  al  2,5  mg 
daily  under  close  medical  supervision  (Sm  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug lnleraclions.)The  dose  may  be  increased  lo 2 5 mg  b i d.,  then  5 mg  b i d and  higher  , . _ 

as  needed,  usually  at  intervals  ol  tour  days  or  more,  it  al  the  lime  ol  dosage  adiustmeni  there  is  nol  MSD 
excessive  hypotension  or  signiticanl  deterioration  ot  renal  lunction  The  maximum  daily  dose  is  40  mg  |v|ERCK 
For  more  detailed  intormalion.  consult  your  MSD  representative  or  see  Prescribing  Intormalion  Merck  SFHARF^ 
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EDITORIAL 


Care  for  the  Terminally  III 


Hospice,  as  an  organized  system  providing  co- 
ordinated, compassionate  care  for  the  dying  pa- 
tient, is  less  than  three  decades  old.  None  of  the 
separate  elements  which  Dr  C.  Saunders  had  as- 
sembled at  St  Christopher’s  Hospice  were  novel. 
Each  component  of  her  program  — palliative 
rather  than  curative  effort,  the  centrality  of  the 
patient  and  family  in  decision-making,  the  em- 
ployment of  an  interdisciplinary  team  with  the 
physician  as  a member  rather  than  leader  — had 
certainly  been  adopted  by  countless  physicians 
when  they  were  each  confronted  with  a hope- 
lessly ill  person  with  cancer.  And  yet,  curiously, 
no  coordinated  program  enunciating  this  phi- 
losophy had  been  established  until  Saunders  be- 
gan her  work  in  the  1960s.  But  once  begun,  the 
hospice  movement  spread  rapidly,  mainly  in 
English  speaking  nations,  until  today  there  are 
over  1,500  hospice  programs  in  the  United  States 
alone.  While  the  hospice  movement  had  been 
started  by  a physician,  its  initial  support  came 
rather  from  the  clergy  and  from  nurses.  Only  in 
recent  years  has  the  movement  been  incorpo- 
rated into  the  mainstream  of  health  care. 

To  some  physicians,  the  use  of  hospice  ap- 
peared to  be  an  admission  of  professional  defeat, 
a departure  from  the  physician’s  obligation  to 
prolong  life.  Certainly  in  the  last  half-century  the 
accumulated  therapeutic  successes  achieved  by 
medicine  have  been  nothing  short  of  astonishing. 
Many  diseases  thought  to  be  incurable  five  dec- 
ades ago  have  since  yielded  to  the  advances  of 
biomedical  science.  Inevitably,  therefore,  some 
have  concluded  that  no  disease  was  truly  incur- 
able; there  were  only  disorders  awaiting  a cure 
in  the  near  future.  But  for  the  dying  patient,  the 
near  future  holds  only  the  prospect  of  pain,  anx- 
iety and  abandonment. 

Physicians  have  come  to  recognize  that  a res- 
idue of  illnesses,  notably  neoplastic,  are  for  the 
moment  truly  incurable  and  that  aggressive  in- 
tervention in  such  patients  will  serve  only  to  in- 
crease their  discomfort,  confine  them  to  an  in- 
humane environment  and  effectively  remove 
them  from  their  families;  and  physicians  have 


recognized  further  that  there  is,  indeed,  a criti- 
cally important  palliative  and  nurturing  role 
which  the  medical  profession  can  and  should  ful- 
fill when  cure  is  no  longer  a rational  goal. 

What  is  the  extent  of  need  for  such  a nurturing 
rather  than  curing  program?  The  American 
Cancer  Society  estimates  that  there  will  be  4,900 
new  cases  of  cancer  in  Rhode  Island  during  the 
year  1989.  And  in  this  same  year  there  will  be 
an  estimated  2,500  Rhode  Islanders  dying  of 
endstage  cancer.  The  need  for  a system,  involv- 
ing physicians,  to  ease  the  pain  and  sorrow  of 
these  patients  is  not  in  dispute.  Certainly  the  al- 
ternatives are  no  longer  acceptable;  death  in  the 
home  without  skilled  support  or  pain  control;  or 
a lonely  death  in  an  expensive,  depersonalized 
hospital  setting. 

Increasingly,  then,  the  hospice  alternative  has 
been  adopted  by  many  of  Rhode  Island’s  phy- 
sicians. It  is  estimated  that  the  hospice  programs 
now  provide  continuing  care  for  one  out  of  every 
four  cancer  deaths  in  this  state. 

The  current  issue  of  the  Journal  is  devoted  in 
its  entirety  to  a consideration  of  hospice  and  its 
role  in  the  health  care  system  of  Rhode  Island. 
The  lead  article,  by  the  Executive  Director  of 
Hospice  Care  of  Rhode  Island  (the  largest  of  the 
hospices  within  the  state),  outlines  the  growth 
and  maturation  of  the  hospice  effort  within  the 
nation  as  well  as  within  this  state.  The  article  by 
Dr.  Henry  McDuff,  the  Medical  Director  of  Hos- 
pice Care,  describes  the  patient  population  seek- 
ing help  from  hospice,  the  medical  nature  of  hos- 
pice care  and  its  relationship  to  the  primary 
physician.  The  third  article  discusses  the  phar- 
macological means  of  allaying  the  many  vexing 
symptoms  which  accompany  terminal  cancer. 
And  finally,  there  are  two  brief  and  personal 
commentaries,  written  by  practicing  nurses  in  the 
Rhode  Island  community,  summarizing  their  re- 
membrances of  the  human  dimensions  of  dying 
and  the  role  of  hospice  in  easing  the  accompa- 
niments of  despair,  anguish  and  grief. 

Stanley  M.  Aronson,  MD 
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Hospice  Care  of  Rhode  Island: 
Past,  Present  and  Future 

David  W.  Rehm,  MSS,  ACSW 


...  The  early  hospice  movement  foresaw 
the  growing  role  of  the  patient  as  in- 
formed and  active  consumer,  rather  than 
passive  recipient. 


The  development  of  Hospice  Care  of  Rhode  Is- 
land (HCRI)  parallels  this  country’s  hospice  ex- 
perience. It  began  outside  of,  and  in  many  ways, 
in  opposition  to  the  traditional  system  of  medical 
care  for  the  terminally  ill.  The  early  founders 
were  concerned  about  articulating  a system  of 
values  nourished  by  a purity  of  purpose  and  vi- 
sion. Only  much  later  and  with  much  trepidation 
did  the  hospice  movement  become  a part  of 
Rhode  Island’s  and  this  country’s  health  care  sys- 
tem. Tike  any  new  group  it  first  defined  itself  in 
opposition  to  the  establishment.  This  “outside” 
status  was  both  a problem,  and  a source  of 
strength  which  helped  bind  the  group  together 
and  define  its  identity.  The  positive  legacy  of  this 
era  is  a maturing  but  clearly  articulated  belief 
system  that  remains  the  force  behind  HCRI  to- 
day. These  values  were  and  are: 

1 . A commitment  to  not  compromise  the  quality 
and  depth  of  life  by  efforts  to  sustain  it. 

2.  The  patient  and  family  are  in  control  of  all 
care  decisions.  Our  role  is  to  support  and  help 
implement  their  decisions,  not  to  exert  out- 
side influence  or  control. 

3.  Hospice  seeks  to  care  for  the  whole  person. 
We  seek  to  address  his/her  spiritual,  emo- 
tional, physical,  and  social  needs. 


David  W . Rehm,  MSS,  AC5IT,  is  the  Executive  Di- 
rector for  Hospice  Care  of  Rhode  Island,  Providence, 
Rhode  Island. 


Much  of  the  success  of  the  hospice  movement 
is  based  on  the  timeliness  of  this  value  system.  It 
anticipated  the  ethical  dilemmas  of  our  expand- 
ing medical  technology.  It  forsaw  the  growing 
role  of  the  patient  as  informed  and  active  con- 
sumer, rather  than  passive  recipient.  It  fore- 
shadowed our  growing  awareness  of  the  effect 
of  emotional,  spiritual  and  social  factors  on  a 
person’s  physical  condition. 

During  its  early  years,  HCRI  relied  almost  ex- 
clusively on  volunteers.  Its  client  services  were 
largely  limited  to  emotional,  spiritual  and  social 
support.  Funding  came  from  grants  and  dona- 
tions, and  so  medical  services  and  supplies  were 
very  limited.  The  organization’s  stakeholders 
were  limited  to  board,  volunteers  and  those  pa- 
tients and  families  served  by  the  program.  Health 
care  providers,  funders,  and  professionals  were 
for  the  most  part  unaware  of  or  indifferent  to 
the  fledgling  agency  that  was  HCRI.  The  ogan- 
ization  was,  therefore,  largely  driven  by  the  vi- 
sion of  its  board  and  volunteers.  Its  patterns  of 
service  were  flexible,  adapting  frequently  to  the 
needs  of  those  patients  electing  palliative  rather 
than  aggressive  forms  of  treatment.  Admission 
was  also  limited  only  to  cancer  patients. 

Within  that  early  value  framework  w^as,  how- 
ever, a potential  conflict  that  has  only  recently 
been  resolved.  The  emphasis  on  quality  of  life 
versus  longevity  had  within  it  a perception  of 
what  a “good  death”  should  be  like.  The  patient 
should  be  able  to  confront  his  own  terminality  in 
the  context  of  a caring  and  supportive  family 
system.  While  the  organization  quickly  learned 
that  this  was  not  always  possible,  this  model  of  a 
successful  hospice  care  began  to  exert  a subtle 
influence  on  patient  selection  that  would  only 
become  clear  years  later.  This  model  of  the  “good 
patient,”  although  subtle  and  implicit,  would  later 
prove  to  be  in  conflict  with  the  second  value  of 
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j)aticnl  (lecision-rnaking  and  control.  In  llic  eat  ly 
stages  the  emphasis  was  on  the  (jiiality  of  life. 
Much  energy  and  attention  went  into  exjtloi  ing 
and  defining  that  vision.  Since  the  capacity  of  the 
program  could  not  apj)roach  the  level  of  need 
at  that  time,  it  was  only  natural  that  hosjtices 
would  selectively  admit  those  patients  who  shared 
its  definition  of'cinality  of  life. 

This  model  of  care  also  tempered  I K^Rl’s  eat  ly 
relationship  with  the  medical  community.  Phy- 
sicians frequently  perceived  hospice  as  wanting 
t(i  take  their  patient  away.  While  this  was  never 
technically  true  (j)rimary  physicians  have  always 
maintainefl  their  role  with  the  j)atient),  it  was  true 
that  there  was  a subtle  desire  to  assume  control 
of  the  patient’s  care.  This  model  of  a “good  death” 
not  only  selected  certain  patients  for  admission 
but  also  prescribed  the  model  (if  care  for  their 
physicians.  Certain  forms  of  treatment,  because 
of  their  side  ef  fects,  were  seen  as  universally  un- 
desirable (most  frequently  chemotherapy  and  ra- 
ciiation).  The  agency’s  early  stance  as  an  antag- 
onistic outsider  to  the  health  care  establishment, 
magnified  these  perceptions.  This  must  he 
understood,  moreciver,  in  light  of  the  need  (if  a 
fledgling  movement  and  organization  t(i  estab- 
lish a clear  identity  and  philosophy.  In  fact,  it 
was  this  same  conviction  and  clarity  of  purp(ise 
that  allowed  HCRI  to  survive  its  early  struggles 
and  exert  a growing  and  healthy  influence  on 
the  care  of  Rhode  Island’s  terminally  ill.  The 
negative  side  to  this  was  that  HCRI  would  come 
out  of  this  period  with  a somewhat  inflexible  for- 
mula for  its  pattern  of  rendered  care  as  well  as 
the  type  of  patient  appropriate  to  receive  it. 

In  the  mid  1980s,  HCRI  and  hospices  nation- 
ally were  entering  a phase  of  rapid  growth  forc- 
ing the  first  of  two  significant  watershed  deci- 
sions. Nationally,  hospice  leaders  had  been 
pressing  Medicare  to  adopt  coverage  for  hospice 
services  and  locally  the  leadership  of  HCRI  had 
been  working  for  recognition  by  Blue  Cross  and 
the  HMOs.  By  then  the  economy  was  deeply  into 
the  era  of  health  care  cost  containment  and  so 
the  case  was  made  on  the  grounds  that  hospice 
care  was  not  only  a humane  and  needed  service 
but  also  a cost-effective  alternative  to  traditional 
terminal  care.  The  decision  to  pursue  third-party 
funding  was  a difficult  and  critical  one.  Across 
the  country,  and  in  the  board  and  staff  meetings 
of  HCRI,  anguished  discussions  were  held  over 
the  wisdom  of  such  a course.  Would  it  merely 
expand  the  availability  of  hospice  care  as  we  knew 
it  or  would  it  change  that  care  and  corrupt  the 
purity  of  the  still  newly  forged  vision?  Would 


HC^Rl,  which  had  grown  largely  outside  ol,  and 
in  opposition  to,  the  traditional  healthcare  sys- 
tem, become  merely  another  of  its  conq^onents 
directed  and  controlled  by  third-party  rates  artd 
regulatiorrs?  Ultirrrately,  of  course,  our'  adoles- 
cerrt  arnbivalertce  was  overcome  arrd  the  decision 
to  j)ur  sue  third-party  recogrriti(Jtr  artd  health  care 
licensure  was  adopted.  What  ensued  was  a dra- 
matic per  iod  of  growth  that  cotrtirrues  to  this  day. 
hr  1988,  98  jratierrts  were  adrrritted  to  IK^Rl’s 
progratrr  while  irr  1989  well  (rver  500  will  be 
served.  But  the  growth  has  trot  beetr  irr  size  of 
the  prrrgrarrr  alotre.  HC>RI  status  has  charrged 
frotrr  “outside”  t(r  “irrside.”  hr  fact  the  Hospice 
Medicare  herrefit  re(juires  us  to  assurrre  the  h- 
rratrcial  arrd  care  rnarragernerrt  resj^orrsibility  for 
trearly  all  care  related  to  the  patierrt’s  terrnirral 
illrress.  HCRI  rajridly  moved  frotrr  a largely  v(rl- 
urrteer  orgarrizatiorr  jjrrjviditrg  sjriritual,  enro- 
tional  arrd  s(xial  supj)(rrt  to  a f ull-service  medical 
honre  care  provider.  Professiorral  staff  was  hired. 
Pur  chase  of  ser\  ice  contr  acts  were  developed  with 
hospitals,  rrursing  hcjtnes,  pharmacies,  equi])- 
rrrent  suppliers,  and  home  health  agencies.  Bill- 
irrg  arrd  accourrting  systems  were  devekrped  arrd 
prrlicies  arrd  procedures  codified,  hr  shrrrt,  in  a 
very  brief  tirrre,  HCRI  trroved  frotrr  arr  urrfettered 
grass-roots  orgarrizatiorr  ter  a full-service  health 
care  provider.  Rapidly  (rur  adolescerrce  was  be- 
corrrirrg  but  a forrd  rrrenrory. 

The  orgarrizatiorr  rrow  had  acquired  rrrarry  tnerr  e 
stakeholders  which  corrrplicated  what  had  beerr 
a relatively  sirrrple  agetrda.  These  irrcluded  third- 
party  insurers,  state  regulators,  prirrrary  physi- 
ciarrs,  hospitals,  arrd  ser  vice  providers.  The  or- 
garrization’s  goals  began  to  exparrd  beyorrd  the 
irrurrediate  goals  of  patient  care  to  irrclude  cost 
effectiveness,  greater  respotrsivetress  to  physi- 
cians arrd  irrstitutiorrs,  arrcl  participation  irr  cre- 
atirrg  a better  state  health  car  e systerrr. 

We  becatrre  rrruch  rrrore  sophisticated,  our 
world  rrruch  rrrore  corrrplicated,  but  wer  e we  “cor- 
rupted?” Yes  arrd  tro.  Urrquestiorrably  durirrg  this 
period,  HCRI  becarrre  focused  oir  learrrirrg  to  op- 
erate successfully  irr  this  systerrr.  Decisiorrs  had  to 
be  rrrade  withirr  the  corrstrairrts  of  third-party  cov- 
erages arrd  cost  corrtaiirrrrerrt  becatrre  critical  to 
survival.  As  a result  the  defmitiorr  of  a “good 
hospice  patierrt”  begarr  to  be  shaped  by  the  for  ces 
of  the  third-party  systerrr.  Diffrcult  arrd  coirrpli- 
cated  cases  rrow  represetrted  a thr  eat  to  the  ageir- 
cy’s  fiscal  survival.  Adrrrissiorr  did  gradually  be- 
corrre  rrrore  opetr,  however,  as  the  irrfusioir  of  rrew 
furrds  elirrrirrated  the  treed  for  a waitirrg  list.  A 
terrsiorr  was  cr  eated  by  the  capacity  to  adrrrit  rrrore 
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patients  since  this  larger  group  included  patients 
with  marginal  family  systems  and  more  compli- 
cated medical  needs  which  meant  greater  finan- 
cial risk  to  the  agency.  In  spite  of  these  new 
sources  of  internal  tension  and  a more  complex 
array  of  goals  and  stakeholders,  the  original  value 
system  continueci  to  provide  the  foundation  nec- 
essary to  address  these  issues.  Against  the  back- 
ground of  this  experience  HCRI  confronted  its 
next  watershed  decision. 

HCRI  like  most  hospices,  was  dedicated  to  the 
care  of  cancer  patients  exclusively.  This  mission 
was  challenged  by  the  emergence  of  AIDS  as  a 
local  health  concern.  In  1985  HCRI  received  its 
first  referral  of  an  AIDS  patient.  The  board  re- 
sponded by  removing  the  diagnostic  restriction 
to  cancer  patients  from  its  mission  statement.  In 
so  doirig  HCRI  opened  its  program  not  only  to 
persons  with  AIDS  but  to  all  other  terminally  ill 
patients  as  well.  We  were  now  confronted  with 
patients  who  were  very  different  from  our  pre- 
vious experience.  They  required  more  skilled 
nursing  and  more  complex  treatments.  They  were 
much  younger  and  so  were  less  willing  to  forego 
aggressive  treatment  plans.  They  often  had  little 
or  no  family  to  support  them.  In  short,  they 
forced  us  to  review  many  of  our  policies,  prac- 
tices, and  admission  criteria.  Eventually  this 
process  led  us  back  to  that  original  value  frame- 
work. The  value  that  gave  control  to  the  patient 
and  family  took  on  a new  importance.  We  began 
to  see  that  it  was  the  patients  who  must  define 
for  themselves  what  “quality  of  life”  meant,  even 
if  it  involved  what  occasionally  appeared  to  us  to 
be  pointlessly  intrusive  treatment  methods.  We 
became  more  flexible  about  requiring  a stable 
caregiver  system.  The  overall  result  has  been  a 
healthy  re-examination  of  our  mission,  values, 
policies,  practices,  and  goals.  HCRI  has  begun  to 
return  to  the  responsiveness  and  flexibility  that 
characterized  its  earliest  years.  What  is  different 
is  that  we  are  no  longer  focused  solely  on  the 
needs  of  the  cancer  patient  but  have  become  a 
mature  partner  in  the  Rhode  Island  health  care 
system,  addressing  the  needs  of  the  physicians, 
hospitals,  third-party  insurers,  nursing  homes, 
and  the  system  as  a whole.  The  terminally  ill  of 
Rhode  Island  and  their  families  remain,  of  course, 
our  primary  focus  but  that  group  has  become 
larger,  more  varied,  and  with  differing  needs.  As 
a result  while  our  values  have  been  scrutinized 
and  somewhat  redefined,  they  remain  intact, 
strong,  and  clear.  The  board  and  staff  have  re- 
dedicated themselves  to  our  mission,  and  we  have 
asked  the  community  to  support  us  financially  to 


preserve  our  institutional  independence.  Physi- 
cians now  find  us  as  flexible  partners  of  fering  an 
alternative  which  they  can  share  with  their  pa- 
tients when  cure  is  no  longer  deemed  possible. 

It  is  from  this  revitalized  base  that  we  face  the 
future.  Our  current  goals  include: 

1)  To  expand  in  order  to  keep  pace  with  the 
growing  need.  While  our  present  status  of  80 
patient  census,  40  staff,  and  $1.7  million  an- 
nual budget  seem  large,  the  projected  need 
is  more  than  double  that.  We  must  reach  out 
to  those  new  patients  and  raise  the  funds  to 
care  for  them. 

2)  To  develop  the  capacity  to  bring  hospice  to 
patients  without  caregivers  (ie,  without  close 
relatives  or  friends).  This  is  a rapidly  growing 
population  and  our  plans  include  offering 
more  in  home  support,  congregate  living  sites, 
atid  the  building  of  a free-standing  hospice 
facility  for  Rhode  Islanders. 

3)  To  develop  sjiecialized  services  to  care  for 
persons  with  AIDS.  HCRI  is  v\-orking  with 
other  providers  and  agencies  to  develop  an 
effective,  coordinated  response  to  these  pa- 
tients. 

4)  To  develop  specialized  hospice  services  for 
children.  The  number  of  terminally  ill  chil- 
dren referred  to  HCRI  is  growing  rapidly.  We 
will  work  to  best  meet  the  needs  of  these  chil- 
dren and  their  families. 

Perhaps  the  adoption  of  this  plan  will  prove  to 
be  another  watershed  decision  for  HCRI.  What 
is  clear  is  that  it  holds  both  excitement  and  chal- 
lenge for  us  all. 


Reprint  request  to:  D.W.  Rehm,  Hospice  Care  of  Rhode 
Island,  345  Blackstone  Boulevard,  Providence,  Rhode 
Island  02906. 
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Hospice  Care  of  Rhode  Island:  1989 


Henry  C.  McDuff,  MD,  FACS,  FACOG 


. . . Hospice  Care  recognizes  the  critical 
importance  of  family  relationships,  sup- 
ports the  concept  of  palliative  care  and 
pain  control  hut  denies  the  intervention 
of  inappropriate  treatment  which  prom- 
ises little  success  while  frequently  increas- 
ing patient  discomfort. 


Hospice  Care  of  Rhode  Island  (HCRI)  provides 
primary  medical  care  for  the  terminally  ill.  In  so 
doing,  it  acknowledges  a role  reversal:  The  pa- 
tient and  his  family  are  in  charge  while  the  phy- 
sician exerts  an  important  but  secondary  role.  It 
recognizes  the  critical  importance  of  family  re- 
lationships. It  supports  the  concept  of  palliative 
care  and  pain  control  but  denies  the  intervention 
of  inappropriate  treatment  which  promises  little 
success  while  frequently  increasing  patient  dis- 
comfort. 

The  criteria  for  admission  to  HCRI  are:  (I) 
Both  patient  and  family  want  hospice;  (2)  the 
primary  physician  agrees  with  the  precepts  of 
hospice;  (3)  the  patient  suffers  from  a progres- 
sive, irreversible  disease  with  a prognosis  of  six 
months  or  less;  (4)  the  patient  and  family  are 
aware  of  the  diagnosis  and  prognosis;  and  (5) 
there  is  an  identifiable  primary  caregiver. 

History  of  the  Hospice  Movement 

The  word  hospice  is  derived  from  the  Latin  hospes, 
meaning  host  or  guest  but  is  extended  to  include 
strangers  and  the  place  where  they  may  derive 
comfort.'  There  are  several  older  references  to 
hospice,  particularly  during  the  times  of  the  cru- 


Henry  C.  McDuff,  MD,  FACS,  FACOG,  is  Clinical 
Professor  Emeritus,  Brown  University  Program  in 
Medicine  and  Aledical  Director  for  Hospice  Care  of 
Rhode  Island,  Providence,  Rhode  Island. 


sades,  describing  places  of  rest  on  the  pathway 
to  the  Holy  Land.^ 

Dame  Cecily  Saunders,  now  Director  Emeritus 
of  St  Christopher’s  Hospice  in  Sydenham,  Eng- 
land, was  the  founder  of  the  modern  hospice 
movement.  She  had  graduated  from  nursing 
school  in  1941  but  later  resumed  her  formal  stud- 
ies in  1944  to  become  an  almoner  (social  worker). 
In  the  years  which  followed  she  noted  with  dis- 
tress the  indifferent  care  given  to  terminally  ill 
cancer  patients  and  returned  to  Oxford  Univer- 
sity at  age  33  to  begin  her  medical  studies.  She 
was  awarded  a medical  degree  with  honors  in 
1957. 

Saunders’  early  pharmacologic  research  was 
conducted  at  St  Thomas’  Hospital.  She  soon 
transferred  her  interests  to  St  Joseph’s  Hospice 
in  South  London,  an  institution  managed  by  the 
Sisters  of  Christian  Charity  and  dedicated  to  the 
care  of  the  terminally  ill  cancer  patient,  many  of 
whom  suffered  severe  pain.  The  staff  at  St  Jo- 
seph’s viewed  death  anci  dying  openly;  they  con- 
sidered death  as  life’s  last  journey.'^ 

St.  Christopher’s  Hospice,  conceived  by  Dr 
Saunders,  received  its  first  patient  in  June  of  1967. 
The  facility  has  served  as  a model  of  compas- 
sionate care  for  the  hundreds  of  hospices 
throughout  the  world  which  have  since  devel- 
oped and  flourished.^  The  hospice  model  has 
also  been  widely  adopted  in  Canada.  The  first 
hospice  in  the  United  States  was  established  in 
New  Haven,  in  1974.  Initially  this  had  been  a 
home  care  program,  but  it  expanded  to  include 
an  inpatient  facility  in  1980.  By  1989  there  were 
more  than  1,500  hospice  programs  established 
in  the  United  States. 

Hospice  Care  of  Rhode  Island  was  conceived 
in  1975  and  incorporated  as  a non-profit  orga- 
nization in  March  of  1976  with  Rev  Charles  Bald- 
win as  its  first  president  and  Rev  Kenneth  Went- 
zel  as  its  consultant.^’ ^ The  first  patient,  Mrs 
Mary  M.,  was  admitted  in  March  of  1979.  During 
its  first  six  months,  13  patients  were  admitted, 
about  one  every  two  weeks.  By  the  fifth  year,  in 
1983,  100  patients  had  been  admitted,  at  a rate 
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Table  1.  Hospice  Care  of  Rhode  Island 
A Statistical  Profile 


1985 

1986 

1987 

1988 

1989* 

No.  new 
patients 

per  year 
Average  daily 

201 

310 

367 

434 

500 

census 

31.0 

48.4 

53.5 

63.9 

73.8 

Average  length 
of  stay 
(days) 

Total  no. 

71 

70 

75 

59 

54 

patient 

days 

1 1 ,495 

17,682 

19,536 

22,444 

23,500 

* Estimates 


of  about  two  patients  per  week.  In  1987,  262 
patients  were  admitted,  a rate  of  al)out  f ive  pa- 
tients per  week.  And  admissions  for  the  current 
year  of  1989  will  likely  exceed  500  patients,  al- 
most ten  new  patients  per  week. 

HCRI  is  now  the  second  largest  hospice  facility 
in  New  England  with  an  active  daily  census  of 
about  80  patients. 

Table  1 illustrates  the  number  of  patients  cared 
for  by  HCRI  in  the  last  five  years.  Table  2 iden- 
tifies the  increasing  numbers  of  patients  who  have 
elected  the  Hospice  Medicare  Benefit  since  it  be- 
came available  in  May,  1984.  HCRI  is  obliged  to 
present  this  health  care  option  to  all  patients  who 
have  Medicare  Part  A coverage,  and  it  is  esti- 
mated that  350  patients  will  choose  this  plan  dur- 
ing the  current  year.  The  mandated  require- 
ments for  this  plan  are  summarized  in  Table  3 
and  the  differences  between  regular  Medicare 
and  Hospice  Medicare  detailed  in  Table  4. 

Patient  Population 

For  admission  to  the  program,  the  patients  must 
be  afflicted  with  a progressive,  unrelenting  dis- 
ease with  a life  expectancy  estimated  to  be  six  or 


fewer  mondis.  While  the  great  majority  (92  per 
cent)  of  hospice  patients  have  advanced,  dissem- 
inated cancer,  some  are  afllicted  with  irreversible 
renal,  pulmonic  oi  neurologic  disease  and  now, 
inci easingly,  AIDS.  Hosjiice  is  not  restricted  to 
the  elderly.  While  the  mean  age  on  admission  to 
I ICd-H  is  cm  rently  about  67  years,  young  children 
as  well  as  the  veiy  elderly  have  been  and  are 
admitted. 

Referrals  to  1 1((RI  come  from  diverse  sources: 
physicians,  nurses,  social  workers,  clergy,  hos- 
pital discharge  planning  teams,  relatives,  friends, 
and  occasionally  the  j)atient  himself/herself . All 
referrals  are  caref  ully  evaluated  by  the  admitting 
staff  as  well  as  the  Medical  Director.  T he  jjrimary 
physician  is  then  contacted  to  determine  whether 
admission  to  the  program  is  medically  appro- 
priate. When  the  patient  is  admitted,  HCRI  works 
with  and  under  the  orders  of  the  jjrimary  phy- 
sician.’ 

What  Is  Hospice  Care? 

Hospice  is  dedicated  to  the  belief  that  terminally 
ill  persons  be  allowed  to  spend  their  final  days 
as  normally,  as  productively,  as  meaningfully  as 
}D0ssible.  Hospice  identifies  the  family  as  the  pri- 
mary unit  of  care  and  centers  most  of  its  caring 
process  in  the  home.^  Hospice  seeks  to  enable 
the  patient  to  live  an  alert,  pain-free  existence. 
HCRI  offers  a multidisciplinary  team  approach 
with  home  health  aides  and  home  nursing  visits 
at  whatever  frequency  is  required  throughout 
the  day  and  night  and  on  all  days  of  the  week. 
The  number  of  nursing  and  health  aide  visits  for 
the  current  year  will  likelv  exceed  1 1,()()()  (Table 
2). 

HCRI  physicians  make  house  calls  in  cooper- 
ation with  the  primary  physician  as  do  the  social 
workers  on  our  Patient  Advocacy  staff  (Table  2). 
HCRI  patients  occasionally  require  special  forms 
of  care  given  at  the  bedside  by  physiotherapists, 
nutritionists  and  speech  therapists.  Pastoral 


Table  2.  Hospice  Care  of  Rhode  Island 

The  Growth  of  Provided  Services  in  the  Home 


1983 

1984 

1985 

1986 

1987 

1988 

1989* 

No.  patients 

98 

150 

201 

310 

367 

434 

500 

No.  hospice-medicare 

0 

5 

46 

83 

119 

258 

350 

Nursing  visits 

345 

2272 

2590 

2654 

3780 

5046 

5050 

Health  aide  visits 

1435 

2270 

3537 

4980 

4515 

5700 

6028 

Physician  visitsf 

50 

244 

338 

Social  service  visits 

26 

36 

240 

386 

243 

324 

400 

* Estimates 

t numbers  not  available  for  years  1983-86. 
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Table  3.  Requirements  for  Hospice  Medicare  Option 

1 . Patient  must  have  Medicare,  Part  A. 

2.  Care  must  be  palliative  not  curative. 

3.  No  chemotherapy  or  radiation  therapy  are  to  be  used 
except  for  palliation. 

4.  The  patient,  family  and  primary  physician  understand 
that  all  orders  must  be  approved  by  the  hospice 
medical  director. 

5.  Patient  must  use  only  hospice  contracted  hospitals, 
laboratories.  X-ray  facilities,  nursing  homes, 
pharmacies  and  ambulance  services;  and  that  all 
bills  are  to  be  paid  by  hospice. 


counseling  by  members  of  the  clergy  working 
with  HCRI  also  represent  an  important  com- 
ponent of  compassionate  care.  HCRI  has  at  its 
core  a large  body  of  trained  volunteers  who  fulfill 
many  functions  needed  to  allow  the  agency  to 
meet  its  obligations.  These  volunteer  functions 
include  patient  assistance,  feeding,  transporta- 
tion and,  most  important,  companionship.  Dur- 
ing the  year  1989,  an  estimatecl  8,500  volunteer 
hours  will  be  recorded. 

The  daily  medical  care  is  rendered  in  concert 
with  the  orders  of  the  primary  physician.  The 
palliative  nature  of  this  care  is  mutually  agreed 
upon  by  the  patient,  the  family  and  the  primary 
physician.  There  have  been  occasions  when  pa- 
tients or  families  change  their  minds  and  request 
more  aggressive  therapies,  but  this  is  rare.  Few 
hospice  patients  require  hospitalization  and  87 
per  cent  of  the  HCRI  patients  die  in  their  homes 
surrounded  by  the  ministering  care  and  love 
which  only  families  can  provide. 


Table  4.  Differences  Between  Usual  Medicare  and 
Hospice-Medicare 

Service 

Medicare 

Hospice- 

Medicare 

Nursing  visits 

only  if  skilled 

yes 

Physician  visits 

80%  with  $200 

yes 

Home  health  care 

deductible 

yes 

yes 

aides 

Medical  equipment  PT, 

yes 

yes 

OT,  Speech  therapy 

requires  Part  B 

yes 

Laboratory  tests 

yes 

yes 

Diagnostic  X-rays 

yes 

yes 

Total  nursing  coverage 

no 

yes 

Pharmacy  costs 

no 

yes* 

Crisis  hospitalization 

yes 

yes 

Nursing  home  respite. 

no 

yes 

5 days 

Ambulance  service 

to  hosp.  only 

yes 

Patient  activity 

home-bound 

no  restriction 

* Hospice  pays  for  all  drugs  related  to  the  hospice  admission 

diagnosis. 

The  role  of  HCRI  does  not  cease  with  the  death 
of  the  patient.  Bereavement  counselling  is  con- 
ducted with  the  family  for  as  long  as  an  addi- 
tional year. 

It  is  essential  that  the  Medical  Director  of  HCRI 
establish  and  maintain  a close  and  mutually  re- 
spectful relationship  with  the  primary  physician. 
The  nurses,  social  workers  and  volunteers  need 
uninterrupted  support  in  their  tasks  and  it  is 
therefore  vital  that  the  HCRI  medical  staff  re- 
main visible  and  available.  The  medical  staff  has 
a further  obligation  to  offer  education  concern- 
ing hospice  care.  The  explicit  duties  of  the  Med- 
ical Director  include:  (1)  Approve  admission  to 
HCRI,  in  concert  with  primary  physician;  (2) 
serve  as  a resource  to  HCRI  nursing  staff;  (3) 
serve  on  local  and  regional  committees  and  de- 
velop educational  programs  for  professional  and 
lay  groups;  (4)  chair  the  Medical  Advisory  Com- 
mittee of  HCRI;  (5)  develop  a cadre  of  HCRI 
physicians;  (6)  assist  the  primary  physician  in  the 
daily  care  of  the  HCRI  patient,  including  house 
calls;  (7)  be  on  call  for  any  of  the  patients  by 
means  of  a paging  system;  (8)  fulfill  various  ad- 
ministrative duties  including  attendance  at  all  pa- 
tient review  sessions. 

Summary 

Hospice  care  is  an  extension  of  primary  care  ex- 
pressly designed  to  meet  the  human  needs  of  the 
terminally  ill  patients  and  their  families.  Its 
nurses,  volunteers,  social  workers,  clergy  and 
physicians,  working  collaboratively  with  the  pri- 
mary physician,  seek  to  keep  each  patient  free 
of  pain,  in  a humane  environment  and  to  meet, 
where  possible,  immediate  social  needs. 
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CLINICAL  Ik  network 


The  Margin  of  Difference  in 
Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 


CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


JCAHO  MANDATES  QUALITY. 

Our  IV  Lab  is  a Certified  Class 
1000  Clean  Room 
. . . The  Only  One  Of  Its  Kind  In 
Rhode  Island. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE,  R.l.  02903 


"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Service 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 

Education 
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THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE 

Protecting  healthcare  providers  in  Rhode  Island  with  insurance  is  a job  no  one  person  can  do. 

At  Starkweather  & Shepley,  Inc.,  there’s  a special  team  of  twenty  experienced  professionals 
involved  with  protecting  Rhode  Island  physicians,  hospitals,  dental  practices,  laboratories,  ER 
facilities  and  free  standing  clinics. 

These  twenty  professionals  know  the  importance  of  quick,  accurate  response  to  the  critical 
insurance  needs  and  unique  problems  of  the  medical  community. 

With  over  285  years  of  cumulative  experience,  the  Starkweather  & Shepley  team  of  medical 
liability  specialists  is,  quite  simply,  the  best  in  the  field. 

There  is  no  alternative  to  experience. 

STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street  • Providence,  Rhode  Island  02903 
(401)  421-6900 

Insurance  Since  1879 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100)  ^ 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 


encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nujtKline  capsules 
Brief  Summery 

Consult  the  peckegi  lileriture  tor  complete  mformetion 

Indicetiont  and  Usape  Axid  is  indicated  for  up  to  eigm  weeks  for  the  treatment  of 

active  duodenal  ulcer  in  most  patents,  the  ulcer  will  heal  wrthm  four  weeks 

Ajud  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patents  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  And  lor  longer  than  one  year  are  not  Imown 
Contraindication  Axid  is  contraindicaled  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  m patients  with  hypersensitiviTy  to  other 
Hrieceptor  antagonists 

Precautions:  General  - 1 Symptomatic  response  to  nuatidine  therapy  does  not 
preclude  the  presence  of  gas^  malignancy 

2 Because  naabdme  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  m pabents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  m patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  mzabdine  is  metabolized  in  the  liver  In  patients  with  nonnal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  mzabdine 
IS  similar  to  that  m normal  subfects 

Laboratory  Jests  - False-positive  tests  for  urobilinogen  with  Mulbstix*  may 
occur  dunng  therapy  with  mzabdine 

Drug  Interactions  - No  interacbons  have  been  observed  between  Axid  and 
theopfr^line.  chlordiazepoxide.  lorazepam.  Iidocaine,  pfumytoin.  and  warfarm  Axid 
does  not  inhibit  the  cytochrome  P-4S0-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepatic  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3,900  mgi  of  aspmn  daily, 
increases  m serum  salicylate  levels  were  seen  when  mzabdine.  i M mg  b i d . was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evid^e  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffm-iike 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  stu^  m mice,  there  was  no 
evidence  of  a carcinogenic  effect  m male  mice,  atthough  hyperplasbc  nodules  of  the 
liver  were  increased  tn  the  high-dose  males  as  compared  with  placebo  Fem^ 
mice  given  the  high  dose  of  Axid  (2.000  m^^day,  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  in  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  wr^  no  numencal  increase  seen  in  any  of  the  c^r 
dose  groups  The  rate  of  hepabc  carcinoma  m the  high-dose  animals  was  withm  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  m»ce  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  corrtrols  and  evidence  of  mild  liver 
injury  (bansammase  eievabons)  The  occurrence  of  a marginal  findng  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepat^xic  dose,  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  rmitagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  rUid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test. 

In  a two-generabon,  pennatai  and  postnatal  ferbirty  study  m rats,  doses  of 
mzabdine  up  to  650  mg^rg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Jeratogemc  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbrts 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  terbliTy  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  bealed 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  \^e  rabbits, 
mzabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  m one  febis  and  at  50  mg/kg  it  produced  ventrKular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  m one 
fetus  T^re  are,  however,  no  adequate  and  well-controlled  studies  m pre^ptant 
women  It  is  also  not  known  whether  mzabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  rf  the  potenbal  benefit  {usbnes  the  p^nbal  nsk  to  die 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  ora)  dose  of  mzabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  admmis- 
tenng  mzabdine  to  a nursing  mother 

Pediatnc  Use  — Safety  aind  etfecbveness  in  children  have  not  been  established 

Use  in  Elderty  Patients  - Ulcer  healing  rates  in  elderly  paberrts  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  ag^e  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  mzabdine  Elderly  pabents  may  have 
reduced  renal  funcbon 

Adverse  Reacbons  Clinical  tnals  of  mzabdine  included  almost  5.IX)0  pabents 
given  mzabdine  in  studies  of  varying  durabons  Domesbc  placebo-controlled  tnals 
included  over  1 .900  pabents  given  mzabdine  and  over  1 ,3()0  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-conbolied  tnals,  sweabng  (1  % vs 
0 2%).  urbcana  (0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%)  were  signrfi- 
cantty  more  common  in  the  mzabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whe^r  these  were  caused  by 
mzabdine 

H^tic  - Hepatocellular  injury  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
lASTj.  SGPT  (ALT],  or  alkaline  pnosphatase).  occurred  in  some  pabents  and  was 


possibly  or  probably  related  to  mzabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT  SbPT  en^es  (greater  than  500  lU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2,(XHj  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 


enzymes  and  eievabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
signrbcantfy  differ  from  the  rate  of  liver  enzyme  abnormalibes  m placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbruiabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  conbolled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fata)  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  i^d  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Inlegumental  — Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quenby  m mzabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bswere  also  reported 

Hypersensitivity  - As  with  other  Hrreceptof  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  mzabdine  have  been  reported  Because  cross-sen- 
sibvily  in  this  class  of  compounds  has  been  observed.  H.-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvity 
to  these  agents  Rare  episodes  of  hypersensibvity  reactions  (eg,  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassociateo  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever  and  nausea  related  to  mzabdine  administrabon  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
^gns  and  Symptoms  -There  is  litbe  clmicai  experience  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  mzabdine  have  exhibited 
cholinergic -type  effects,  including  lacnmabon.  saiivabon.  emesis,  mnsis.  and 
diarrhea  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.2()0  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  3ol 
mg/kg  and  232  mg/kg  respwbvely 

Treatment  -To  obtain  up-to-date  information  about  the  bealment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians’  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses. inteiacbon  among  drugs,  and  unusual  drug  kinebcs  in  your  pabent 
If  overdosage  occurs,  use  or  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wi^  clinical  monitonng  and  supportive  therapy  Renal  dialysis  tor 
four  to  sn  hours  increased  plasma  clearance 


1 . Data— 1110,  Lilly  Reseati^  Laboratories. 


.=z  Additional inlormationavailableiothe 
NZ-a9Q7-0-9493iO  ©i9e9.a.iuuYANDcd«B<NT  prolession  on  faquest 


Symptom  Management  in  the  Home-Based 
Terminal  Cancer  Patient 


Edward  W.  Martin,  MD 
Walter  D.  Soja,  MS  Pharm 


. . . Hospice  care  has  been  described  as 
"intensive  care  of  a different  kind.”^ 

A common  fear  expressed  by  terminal  cancer 
patients  and  their  families  is  the  fear  of  a painful 
death,  preceded  by  days  or  weeks  of  suffering. 
The  prevention  of  this  scenario  recjuires  a co- 
ordinated effort  on  the  part  of  the  caregivers  and 
the  hospice  team,  working  together  to  insure  that 
the  patient’s  comfort  and  dignity  are  preserved 
throughout  the  dying  process.  In  this  review,  we 
will  discuss  some  of  the  more  common  symptoms 
of  terminal  cancer  patients  and  the  management 
of  these  symptoms  in  the  home. 

There  are  some  basic  principles  that  underlie 
our  efforts  to  provide  comfort: 

1)  A distressing  symptom  in  a terminally  ill  pa- 
tient represents  a medical  emergency.  Hos- 
pice care  has  been  described  as  “intensive  care 
of  a different  kind.”'  For  a patient  in  the  final 
days  or  weeks  of  life,  24  hours  is  an  eternity. 
A symptom  should  therefore  be  managed  ag- 
gressively since  any  delay  in  restoring  patient 
comfort  will  severely  detract  from  the  cjuality 
time  the  patient  and  family  can  share. 

2)  Careful  evaluation  must  precede  any  consid- 
eration of  therapy.  The  patient  is  seen  at  home 
by  the  nurse  or  physician  to  evaluate  new 


Edward  W.  Martin,  AID,  is  the  Assistant  Medical  Di- 
rector for  Hospice  Care  of  Rhode  Island,  and  a clinical 
instructor.  Department  of  Medicine,  Brown  University 
Program  in  Medicine,  Providence,  Rhode  Island. 


Walter  D.  Soja,  AIS  Pharm,  is  the  Consultant  Clinical 
Pharmacist  for  Hospice  Care  of  Rhode  Island,  and 
Director  of  Pharmacy  Services,  Butler  Hospital,  Prov- 
idence, Rhode  Island. 


sym])toms  or  re-evaluate  a change  in  the  se- 
verity of  previous  synij^toms.  Our  focus  in  the 
home  concentrates  on  identifying  readily  re- 
versible causes  which  may  be  responsible  for 
the  symptoms  and  then  correcting  or  alle- 
viating them. 

3)  The  patient  remains  at  the  center  of  our  ef- 
forts and  must  be  provided  with  maximum 
personal  control. 

4)  Enlist  the  support  of  the  entire  hospice  team. 
An  advantage  of  the  hospice  approach  is  that 
an  interdisciplinary  team  is  available  who  can 
approach  patient  problems  from  different 
perspectives.  While  this  review  will  concen- 
trate on  the  pharmacologic  approaches  to 
symptom  management,  the  ongoing  psycho- 
social support  provided  by  the  nurses,  social 
workers,  clergy  and  volunteers  is  invaluable 
to  an  effective  program  in  the  home. 

Pain  Management 

Analgesia  is  a state  without  pain,  brought  about 
by  the  administation  of  a drug  or  procedure  that 
relieves  pain.  Analgesia,  however,  is  but  one  com- 
ponent of  an  effective  pain  management  pro- 
gram. Pain  is  an  extremely  complex  phenome- 
non, not  only  a function  of  physical  injury.  It 
also  reflects  the  level  of  accompanying  anxiety, 
the  patient’s  expectations,  and  the  presence  of 
psycho-social  variables.  The  management  of  pain 
recjuires  a multi-disciplinary  approach  in  order 
to  insure  successful  outcome.  Hospice  Care  of 
Rhode  Island,  or  any  pain  management  pro- 
gram, is  committed  to  allow  patients  to  function 
at  a level  of  their  own  choosing  or  capability. 
Improving  the  quality  of  life  for  the  patient  de- 
pends on  achieving  a balance  between  effective 
relief  of  pain  and  the  preservation  of  a clear  sen- 
sorium.  This  is  best  achieved  by  allowing  the  pa- 
tients to  assume  as  much  control  of  medication 
as  they  choose,  while  staff  ef  fectively  manage  or 
minimize  medication  side  ef  fects. 
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Large  scale  statistical  reviews  ol  the  incidence 
and  severity  of  pain  in  lertninal  cancer  at  e lack- 
ing. However,  mnneions  small,  specialized  re- 
views indicate  that  cancer  j)ain  increases  with  the 
advancement  ol  clisease.-’'^  Not  sut  jjrisingly, 
studies  of  patients  with  advanced  cancer  suggest 
that  ()()-90  j)er  cent  of  j)atients  have  substantial 
pain  requiring  some  sort  ol  pharmacological  in- 
tervention.’ Ivvycross  has  also  shown  that  jja- 
tients  with  cancer  have  multiple  causes  for  pain 
not  necessarily  associated  with  cancer.^  Foley 
found  20  per  cent  of  patients  required  |)ain  med- 
ications.’’ Postoperative  patients  were  excluded 
from  the  study.  She  also  reported  that  85  ]ier 
cent  of  primary  bone  tumors,  52  per  cent  of  breast 
cancers,  and  45  per  cent  of  lung  cancers  required 
some  form  of'  analgesic  medications.  The  survey 
revealed  that  75  percent  of'  men  and  70  per  cent 
of  women  with  genitourinary  cancer  and  80  ])er 
cent  of  oral  cavity  cancer  required  analgesics. 
Lymphomas  and  leukemias  frequently  required 
less  analgesics  than  other  cancers. 

Before  any  meaningf  ul  discussion  of  pain  can 
take  place,  an  explanation  of  the  types  of  pain  a 
patient  can  experience  is  necessary.  Pain  can 
somewhat  simplistically  be  categorized  as  acute, 
chronic,  and  chronic  cancer  pain.  Acute  pain  is 
usually  of  short  duration,  where  some  known 
pathological  condition  exists,  eg,  appendicitis  or 
abscessed  tooth,  and  the  future  is  generally  pre- 
dictable, with  some  form  of  treatment  resulting 
in  a cure.  Generally  there  are  no  associated  prob- 
lems associated  with  the  episode  once  treatment 
is  complete.  Chronic  pain  of  a nonmalignant  or- 
igin is  often  protracted,  complex  and  difficult  to 
treat.  A previous  injury  associated  with  the  pain 
may  be  related  to  the  patient’s  discomfort.  Treat- 
ment may  be  complicated  by  a psychiatric  illness 
and/or  a complex  and  inappropriate  course  of 
therapy.  Patients  with  chronic  cancer  pain,  how- 
ever, differ  in  significant  ways.  They  may  have 
had  a short  or  protracted  course  of  discomfort. 

. . . Pharmacological  management  repre- 
sents but  one  approach  to  improving  the 
quality  of  life  of  a patient  with  an  end- 
stage  illness. 

There  certainly  is  a definite  dimension  to  the 
pathological  source  for  their  pain,  even  though 
patients  can  see  no  beginning  or  end  to  their 
suffering.  Their  future  will  unfold  with  in- 
creased pain,  disfigurement,  and  death.  Chronic 
cancer  pain  is  not  meaningful  and  it  is  harvested 


in  a losing  battle  fostering  feelings  of  hopeless- 
ness, helj)lessness,  anger,  depression,  and  lone- 
liness. All  these  factors  enhance  the  perception 
of  pain  and  ultimately  worsen  the  extent  of  suf- 
fering. 

Most  ef  fective  hosjiice  programs  are  based  on 
an  interdiscij)linary  ajjproach.  Pharmacological 
management  represents  but  one  approach  to  im- 
proving the  (|uality  of  life  of  a patient  with  an 
end  stage  illness.  However,  a number  of  basic 
principles  must  be  understood. 

Assessment:  Assessment  is  the  cornerstone  of  a 
pain  management  program.  In  caring  for  a pa- 
tient with  end-stage  disease,  a constant  review  of 
the  patient’s  pain  state  must  be  made.  Initial  doses 
for  pain  medication  must  be  reviewed  at  intervals 
and  altered  to  correspond  to  the  intensity  of  pain. 
As  Twycross  has  chided  us,  “Review!  Review!  Re- 
view!” for  it  is  basic  to  cancer  pain  management.^ 

Diagnosis:  In  designing  a more  effective  treat- 
ment program,  it  is  alw'ays  helpful  for  the  clini- 
cian to  knf)w  the  disease  with  which  he  or  she  is 
dealing.  The  natural  history  of  a disease  can  assist 
us  in  evaluating  the  onset  of  a new  pain  or  the 
exacerbation  of  preexisting  pain. 

Individualize:  Every  patient  is  different,  and 
while  some  generalizations  may  be  made,  the 
medication  must  be  titrated  based  on  his  or  her 
level  of  discomfort.  The  titration  process  is  once 
again  followed  by  review.  It  is  also  essential  dur- 
ing titration  and  review  to  communicate  with  the 
patient  about  the  pain  and  explain  the  reasons 
for  episodes  of  pain.  Although  pain  may  still  be 
a present  and  constant  reminder  of  the  under- 
lying disease  process,  an  explanation  by  the  phy- 
sician takes  away  some  of  the  uncertainty  and 
gives  a dimension  to  the  pain.  A psychological 
diminishment  of  pain  is  no  less  important  to  the 
patient  than  pharmacologic  agents. 

Simplify  and  Avoid  duplication:  The  use  of  more 
than  one  analgesic  is  unnecessary  except  in  a few 
specific  situations  when  the  breakthrough  of  se- 
vere pain  occurs  in  patients  on  controlled  release 
morphine  preparations.  Patient  and  care-giver 
compliance  can  be  adversely  affected  by  the  com- 
plexity of  a drug  regimen  and  the  use  of  exces- 
sive numbers  of  drugs. 

Scheduled  doses:  As  previously  stated  acute  pain 
and  chronic  pain  are  different  entities  and  the 
standard  doses  and  treatments  derived  from  acute 
pain  studies  are  irrelevant  and  inappropriate  in 
the  treatment  of  cancer  pain.  The  goal  is  not  only 
relief  but  also  prevention.  It  has  been  deter- 
mined that  for  many  patients  the  total  daily  dose 
is  frequently  less  when  scheduled  regimens  are 
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compared  to  jicrmissive  dosing  schedules.'* 

Anticipate  patientifamily  medication  bias:  Pa- 
tients and  their  care  givers  may  have  many  mis- 
conceptions, tears,  and  biases  about  the  possible 
deleterious  etlects  of  narcotic  drugs.  Clinicians 
must  be  aware  ot  these  feelings  and  address  them 
with  confidence  and  compassion. 

Myths  and  Biases:  a)  “He  or  she  wall  become 
addicted  if  he/she  takes  this  medicine.”  Addiction 
is  a very  complex  phenomenon  characterized  by 
a state  of  psychic  and  physical  dependence  fol- 
lowing repeated  or  periodic  use  of  the  drug.  Psy- 
chological dependence  is  associated  with  com- 
pulsive behavior  in  order  to  produce  the  psychic 
effects  a person  seeks.  Physical  dependence  oc- 
curs when  abrupt  discontinuation  of  a drug  pro- 
duces a withdrawal  syndrome.  Physical  depend- 
ence in  our  patients  does  occur  to  some  degree 
but  not  to  the  extent  found  in  drug  abusers.  As 
evidence  of  this  fact  the  Boston  Collaborative 
Drug  Surveillance  Program  examined  the  rec- 
ords of  12,000  medical  inpatients  who  had  been 
given  narcotic  drugs.  The  reviewer  could  find 
only  four  cases  which  suggested  a drug  depend- 
ence problem.**  Their  conclusion  coincides  with 
our  experience  in  Hospice  Care  that  addiction 
in  the  popular  sense  is  a very  rare  phenomenon. 
Finally,  it  should  be  noted  that  patients  who  ex- 
hibit addictive  behavior  are  generally  found  to 
be  in  poor  pain  control  and  can  be  “relieved  of 
this  behavior”  by  aggressively  treating  the  pain. 

. . . It  is  exceedingly  important  that  we  re- 
member who  is  suffering. 


“He  really  doesn’t  hurt  that  much.”  It  is  ex- 
ceedingly important  that  we  remember  who  is 
suffering.  Only  the  patient  knows  the  extent  of 
his  suffering.  We  need  to  listen  carefully  to  what 
our  patients  are  telling  us. 

“He  doesn’t  act  like  he/she  is  in  pain.”  Pain  is 
not  always  accompanied  by  visible  or  objective 
signs.  Adaptation  occurs  which  can  result  in  nor- 
mal pulse,  respiratory  rates,  anci  blood  pressure. 
Behavioral  adaptation  can  also  occur  resulting  in 
little  or  no  expression  of  discomfort. 

“Keep  your  chin  up.  You  should  be  able  to 
tolerate  more  pain.  Don’t  be  a baby.”  Imposing 
our  cultural  values  and  expectations  on  a patient 
is  inappropriate.  It  is  important  to  remember 
that  when  pain  is  left  unabated,  the  more  difficult 
it  will  be  for  the  patient  to  cope. 

Tolerance:  Addicted  individuals  require  in- 
creasing amounts  of  narcotics  to  produce  their 


expected  levels  of  euphoria.  However,  in  two  re- 
view's completed  at  St  Christopher  Hospice  it  was 
shown  that  longer  durations  of  treatment  were 
associated  with  longer  periods  w'ithout  dose  in- 
creases.’^** At  the  same  time  there  was  also  a 
greater  likelihood  that  medicine  could  be  stopped 
or  a dose  reduced.  Tolerance  can  never  be  used 
as  a reason  for  withholding  drugs. 

...  A patient’s  comfort  and  the  resulting 

improvements  in  the  quality  of  life  are 

paramount  in  prescribing  pain  medicine. 

fhe  principles  of  pain  management  are  based 
on  the  judicious  use  of  pain  medication.  A pa- 
tient’s comfort  and  the  resulting  improvements 
in  the  quality  of  life  are  paramount  in  prescribing 
pain  medicine.  Patient  response  should  guide  the 
actions  of  practitioners.  Drugs  are  meant  to  give 
relief,  not  to  be  withheld  to  the  last  possible  min- 
ute. 

Pharmacological  Interventions 
AspirinINon  Steroidal  Antiinflammatory  Analge- 
sics: Aspirin  is  the  first  step  on  our  ladder.  It  is 
relatively  safe,  effective  and  low'  in  cost.  Aspirin 
is  especially  effective  in  the  treatment  of  mild  to 
moderate  pain.  It  is  initially  used  alone  and  is 
most  effective  in  dull  throbbing  pain  associated 
with  inflammation.  It  is  much  less  effective  in 
pain  of  visceral  origin.  Aspirin  is  ineffective  in 
sharp,  stabbing  pain  resulting  from  direct  stim- 
ulation of  nerve  endings.  Aspirin’s  efficacy  was 
show'll  in  the  interesting  study  completed  by 
Moertel.**  Fifty-seven  patients  who  had  pain  from 
inoperable  disease  were  treated  with  one  of  nine 
agents.  Of  the  drugs  tested  aspirin  was  superior. 
Other  agents  which  were  tested  as  significantly 
superior  to  placebo  were  mefanamic  acid  (250 
mg),  pentazocine  (50  mg),  acetaminophen  (650 
mg).  Propoxyphen,  promazine  and  ethohepta- 
zine  were  found  to  be  significantly  inferior  to 
aspirin. 

Aspirin  is  used  in  combination  with  various 
drugs  such  as  codeine,  oxycodone,  pentazocine, 
or  propoxyphene.  Some  combinations  have  been 
found  to  be  more  effective  than  either  drug  alone; 
however,  caution  must  be  exercised  w'hen  using 
combinations  because  undesirable  dosage  esca- 
lations can  result. 

The  limitations  of  aspirin  are  well  docu- 
mented. Aspirin  intolerance,  with  resultant  gas- 
tritis or  gastric  ulceration,  is  not  uncommon. 
Patients  who  are  at  risk  should  be  given  alter- 
native treatment. 


July,  1989  — Vol.  72 


245 


Asj)iiin  use  should  l)c  avoided  in  any  patient 
at  risk  lor  a major  Iieinoi  rliage.  As])irin  iidiihils 
cycloxygenase  lelease  and  results  in  the  inhil)i- 
tion  ol  j)lalelet  aggregation." 

Non-steroid  anti-inllammatory,  analgesic  drugs 
(NSAID)  provide  a grouj)  ol  alternative  medi- 
cations which  may  he  helpful  in  the  patient  re- 
Iractoiy  to  asj)iiin  or  with  limited  asj)irin  toler- 
ance. NSAIl)  as  a grouj)  |)rovide  no  significant 
l)enefit  in  terms  of  greater  j)ain  relief,  hut  they 
may  j)rove  usef  ul  to  the  asj)irin  ref  ractory  or  sen- 
sitive ])atient.  The  use  of  any  NSAIl)  in  j)atients 
with  an  asj)irin  allergy  should  most  |)robahly  be 
avoided. 

Several  other  drugs  which  may  be  helj)ful  in 
relief  of  mild  to  moderate  j)ain  are  acetamino- 
})hen  ( APAP).  APAP’s  analgesic  ef  ficacy  is  similar 
to  asj)irin  and  is  usually  j)ref erred  by  |)atients 
who  comj)lain  of  as|)irin  intolerance.  APAP  has 
anti|)yretic  activity  equal  to  asj)irin  hut  is  devoid 
of  any  antiinflammatory  action.  Patients  with  he- 
j)atic  insufficiency  may  be  at  risk  for  further  in- 
jury with  APAP.  Combination  products  such  as 
APAP  and  codeine  or  APAP  and  oxycodone,  in 
our  practice,  have  not  provided  the  same  level 
of  relief  as  similar  combinations  with  asj)irin. 

Codeine  is  an  opiate  with  weak  analgesic  ac- 
tivity. Approximately  ten  j)er  cent  of  a dose  of 
codeine  is  metabolized  to  morphine  and  has  a 
duration  of  action  of  two  to  four  hours.  Codeine’s 
usefullness  is  limited  by  the  increasing  incidence 
of  undesirable  side  effects  as  the  dose  increases. 
Indeed,  in  our  j)ractice  we  have  seen  what  may 
in  fact  be  a j)lateau  effect  where  analgesia  is  not 
increased  with  increasing  doses.  However,  with 
these  limitations  in  mind,  codeine  is  an  accept- 
able analgesic  for  mild  to  moderate  pain.  When 
used  in  combination  with  asj)irin  or  acetamino- 
j)hen  a synergistic  effect  occurs.®  Numerous  fixed 
dose  combinations  are  available  but  these  com- 
binations must  be  used  with  caution  esj)ecially 
when  dose  escalation  occurs. 

Oxycodone  is  a morphine  derivative  which  is 
structurally  similar  to  codeine.  Oxycodone  is  use- 
ful in  the  treatment  of  moderate  to  moderately 
severe  j)ain.  It  is  also  j^rovided  as  a combination 
jDroduct  with  asj)irin  or  acetaminoj)hen.  Oxyco- 
done is  available  only  in  oral  dose  forms.  The 
side  effect  j)rofile  for  oxycodone  is  similar  to 
morj^hine. 

Proj)oxyphene  (Darvon  and  others),  a syn- 
thetically derived  analgesic,  has  cjuestionable 
value  as  an  analgesic  in  the  treatment  of  cancer 
})ain.  Studies  suggest  that  j)ropoxyj)hene  is  not 
better  than  aspirin  (650  mg)  or  codeine  (30  mg).® 


Its  |m)|)ensity  to  interact  with  other  central  nerv- 
ous system  (CNS)  drugs  and  its  ability  to  cause 
hallucinations  or  bizarre  CiNS  effects  limits  its 
usefulness  considerably. 

Penta/.odne  ( lalvvin)  is  an  o|)ioid  derivative 
with  both  agonist  and  antagonist  j)roj)erties.  It 
can  be  useful  in  treating  moderate  to  moderately 
severe  j)ain;  however,  the  usef  ulness  of  all  mixed 
agonist-antagonist  drugs  are  limited  by  their  abil- 
ity to  j)roduce  varyitig  degrees  of  j)sychotomi- 
metic  effects  such  as  hallucinations,  bizarre 
dreams,  and  nightmares."  I hese  effects  are  more 
commonly  seen  at  higher  doses  but  debilitated 
j)atients  can  exj)crience  adverse  effects  at  lower 
doses.  Previous  treatment  with  agonists  also  lim- 
its the  value  of  subsecjuent  agonist/antagonist 
theraj)y  because  of  the  risk  of  j)reci|)itating  with- 
drawal reactions  in  some  j)atients. 

I he  oj)ioids  rej)resent  the  most  ef  ficient  class 
of  analgesics  currently  available.  In  sj)ite  of  the 
|)roliferation  of  newer  agonist  or  mixed  agonist/ 
antagonist  agents,  morj)hine  remains  the  stand- 
aid  against  which  all  other  agents  are  measured. 
It  has,  and  continues  to  remain,  the  jjharmaco- 
logic  cornerstone  for  the  treatment  of  severe  jDain. 
Morj)hine  has  been  said  to  be  only  one  sixth  as 
j)otent  orally  when  comj)ared  to  j)arenterally  ad- 
ministered morj)hine  but  clinical  exjDerience  has 
revealed  an  oral  jDarenteral  ratio  of  aj)j)roxi- 
mately  one  third,  indeed  in  some  patients  the 
ratio  may  be  as  high  as  one  half.'^'  Morphine’s 
|)oor  oral-|)arenteral  ratio  was  thought  to  be  due 
to  j)oor  absorj3tion;  however,  clinical  experience 
has  ])roven  that  morphine  is  quite  reliable  when 
given  orally,  and  when  titrated  against  the  level 
of  a patient’s  pain,  is  most  effective.  Sublingual 
dose  forms  are  now  being  evaluated  in  hoj)e  of 
diminishing  the  effects  of  first-j)ass  metabolism." 

The  availability  of  a complete  line  of  dose  forms 
makes  morphine  an  extremely  versatile  agent. 
The  drug  is  presently  available  in  immediate  re- 
lease and  sustained  release  tablets,  oral  liquids, 
su|)j)ositories  of  varying  strengths  and  vials  for 
injection.  This  complete  line  offers  clinicians 
many  oj)tions  for  treating  patients  without 
changing  j)harmacologic  agents  or  adding  new 
ones  to  suj)j)lement  existing  regimens. 

Dosage  of  morphine  should  be  based  on  a 
scheduled  regimen  of  every  four  hours.  Some 
j)atients  who  have  very  severe  j)ain  may  require 
doses  every  three  hours  but  this  is  rare.  Initial 
doses  of  morphine  can  start  as  low  as  5 mg,  but 
most  patients  will  need  10-20  mg  as  an  initial 
dose.  Twycross  and  Lack  at  St  Christopher’s  Hos- 
pice examined  the  records  of  955  patients.  They 
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found  the  median  dose  to  be  10  mg  every  4 hours 
with  a range  of  2.5  mg  to  180  mg.'” 

The  inevitable  question  regarding  scheduled 
or  round  the  clock  dosage  is  whether  to  interrupt 
the  patient’s  sleep  cycle  in  order  to  administer  a 
dose  of  drug.  Clinical  experience  has  shown  that 
many  patients  need  not  be  awakened  at  2:00  am 
or  3:00  am.  There  are,  however,  a number  of 
patients  who  have  significant  pain  on  arising. 
These  patients  can  be  initially  given  1.5  to  2.0 
times  their  regular  dose  at  bedtime.  This  alter- 
native schedule  proves  helpful  for  many  patients 
while  alleviating  the  need  for  an  early  morning 
wake  up.  The  use  of  sustained-release  morphine 
is  another  alternative  for  treating  a brittle  pa- 
tient. Unfortunately  there  will  always  exist  a small 
population  which  will  not  respond  to  these  al- 
ternative dosing  techniques  and  will  require  con- 
tinuous round  the  clock  dosage. 

The  pharmacokinetics  of  morphine  have  not 
been  totally  clarified.  Morphine  is  metabolized 
in  the  liver  and  excreted  by  the  kidney.  The  ex- 
tent of  first-pass  metabolism  after  oral  adminis- 
tration is  variable  and  not  dependent  on  age. 
Bioavailability  following  oral  use  can  vary  from 
15-65  per  cent.  Correlation  of  serum  morphine 
concentrations  to  degrees  of  analgesia  is  difficult 
because  of  wide  variations  in  patients’  perception 
of  and  reaction  to  pain.'^ 

Unpleasant  side  effects  are  cited  sometimes  as 
the  reason  for  not  using  opiates  aggressively. 
Many  practitioners  have  advocated  one  drug  over 
another  because  of  an  alleged  reduced  side  effect 
profile,  but  clinical  experience  has  shown  that 
the  opiates,  when  used  continuously,  share  no 
advantage  over  one  another.  The  more  appro- 
priate concept  is  to  accept  and  anticipate  the  more 
common  side  effects  and  treat  the  more  prob- 
lematic ones  aggressively. 

Nausea  and  vomiting:  Nausea  and  vomiting  can 
occur  not  only  early  in  treatment  but  can  also  be 
troublesome  after  an  opiate  regimen  has  been 
well  established.  Nausea  and  vomiting  tends  to 
be  less  problematic  in  bedridden  patients  but  ap- 
pears to  pose  a greater  problem  for  women,  al- 
though the  reasons  for  this  finding  remain  un- 
clear.Prophylactic  treatment  with  pheno- 
thiazines  is  somewhat  controversial  when  initi- 
ating morphine  therapy.  Certainly  if  a patient 
has  had  a prior  history  of  nausea/vomiting  then 
oral  prochlorperazines  (5-10  mg)  or  rectal  (25 
mg)  every  6-8  hours  should  be  instituted.  Am- 
bulatory patients  who  experience  significant  nau- 
sea and  vomiting  should  be  told  to  lie  down  for 
approximately  30-60  minutes  after  taking  their 


pain  medication.  It  is  also  known  that  morphine 
can  induce  gastric  stasis  which  may  lead  to  nausea 
and  vomiting  in  some  patients.  In  these  patients 
it  is  helpful  to  use  metoclopramide  to  encourage 
gastric  emptying. 

. . . Much  of  the  drowsiness  that  patients 
experience  can  be  attributed  not  only  to 
the  drug  but  also  to  the  exhaustion  many 
patients  have  experienced  because  of  in- 
adequate pain  relief. 

Drowsiness:  Drowsiness  is  usually  a self-lim- 
ited, transient  side  effect  which  may  last  approx- 
imately 3-5  days.  Much  of  the  drowsiness  that 
patients  experience  can  be  attributed  not  only  to 
the  drug  but  also  to  the  exhaustion  many  patients 
have  experienced  because  of  inadequate  pain  re- 
lief. Certainly  many  patients  after  a long  struggle 
with  severe  pain  will  sleep  for  many  hours  once 
an  adequate  pain  regimen  has  been  started.  If 
drowsiness  persists,  dosage  adjustments  may  be 
necessary.  Many  patients  prefer  to  tolerate  some 
pain  rather  than  have  a clouded  sensorium.  Some 
clinicians  advocate  the  use  of  low  dosage  central 
nervous  system  stimulants,  such  as  methylphen- 
idate,  in  the  drowsy  patient. 

Constipation:  Virtually  all  patients  will  develop 
constipation  unless  prompt  and  aggressive  action 
is  taken.  Regularly  scheduled  doses  of  a stool 
softener  and  laxatives  should  be  given  when  mor- 
phine is  initiated.  Bowel  habits  should  be  mon- 
itored and  suppositories,  enemas  or  manual  dis- 
impaction  should  be  used  when  necessary. 
Mineral  oil  should  not  be  used  in  these  patients 
because  of  the  potential  for  inducing  a lipid 
pneumonitis  if  aspirated.  Signs  and  symptoms  of 
obstruction  should  be  closely  watched  for. 

DizzinessI ataxia:  Elderly  patients  should  be 
monitored  because  of  the  danger  of  a fall  as  a 
result  of  dizziness  or  ataxia.  This  is  probably  due 
to  postural  hypotension  and  patients  should  be 
instructed  to  rise  from  reclining  positions  care- 
fully. 

Hallucinations  and  Confusions:  Hallucination 
and  confusional  symptoms  may  occur  in  some 
patients,  especially  older  ones.  Hallucinations,  if 
not  severe,  can  usually  be  treated  by  reassuring 
the  patient  no  harm  will  ensue.  Patients  with  more 
severe  symptoms  may  require  low-dose  antipsy- 
chotics.  The  acute  confusional  state  will  usually 
pass  in  several  days. 

Respiratory  depression:  Respiratory  depres- 
sion has  not  generally  been  clinically  important 
or  bothersome.  Mount  reported  his  experience 
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. . . The  presence  of  pain  itself  is  an  an- 
tagonist to  the  respiratory  depressant  ef- 
opiates. 

in  trealing  several  hundred  jxitients  over  5'/^  years 
and  found  the  need  to  use  oj)iale  antagonists  on 
only  tlnee  occasions.-'  Walsh  et  al  in  a study  of 
20  j)atients  with  advanced  cancer  found  no 
chronic  ventilatory  failure  in  jjalients  receiving 
high  doses  of  morphine  (more  than  100  mg/24 
hr).  1 his  was  determined  by  ai  tei  ial  blood  gases 
and  simple  dinical  measuiements.'"  Indeed,  the 
presence  of  pain  itself  is  an  antagonist  to  the 
respiratory  depressant  effects  of  oj^iates.  Mor- 
phine should  obviously  he  used  with  caution  in 
patients  with  chronic  obstructive  airway  disease 
hut  it  is  not  a reason  to  withhold  the  drug  from 
a jjatient  in  need. 

Adjuvant  Analgesic  Drugs:  Adjirvant  analgesics 
constitute  airother  grotrp  of  drirgs  which  can  en- 
hance the  arralgesic  effect  of  the  opiates.  This 
grotrp  includes  drttgs  sirch  as  tricyclic  arrtide- 
pressants,-'^  phenothiazines,-'’  arrticonvulsants,-^ 
steroids,^'^  antihistamines,'^'’  butyrophenones,-^" 
and  amiihetamines.'-'*^- The  precise  mechanism 
of  analgesic  action  is  unknown  but  greater  clin- 
ical interest  has  been  given  these  agents  in  sitir- 
ations  where  morphine  or  other  opiates  jii  oditce 
little  or  only  partial  analgesia.  Such  circum- 
stances might  include  the  itse  of  steriods  for  pain 
associated  with  nerve  compression'^"  or  the  use 
of  carbarnazepine'^-  or  arnitriptylirre  in  post-her- 
petic  neuralgia. The  use  of  antihistamines  such 
as  hydroxyzine  has  been  suggested  to  potentiate 
the  analgesic  effects  of  morphine.-'’  It  is  impor- 
tant to  remember  that  adjuvant  drtigs  are  not 
primary  treatments  but  are  supplements  or  com- 
plements to  existing  pharmacologic  therapy. 

Alternate  Routes  of  Administration:  The  oral 
route  remains  the  primary  method  for  the 
administration  of  morphine,  or  any  opiate;  how- 
ever a number  of  alternative  routes  exist  for  pa- 
tients when  oral  medications  become  impossible 
or  inappropriate  to  use. 

Morphine  suppositories  can  be  given  in  a 1 : 1 
ratio  (when  compared  with  orally  administered 
morphine).  Morphine  and  certain  other  ojhates 
can  also  be  given  either  by  continuous  subcuta- 
neous or  intravenous  infusions.'^'’’ These  routes 
of  administration  should  be  tised  for  those  se- 
lected patients  who  can  no  longer  achieve  ade- 
quate analgesia  orally  or  rectally.  The  medication 
is  administered  with  the  use  of  portable,  battery- 
driven,  infusion  pumps.  Intramuscular  or  bolus 
intravenous  doses  should  be  reserved  for  situa- 


tions recpiiring  the  intermittent  or  occasional  use 
of  these  routes  of  administration  such  as  severe 
and  sudden  exacerbation  of  clnonic  j)ain.  Kjji- 
dnral  oi  inliathecal  delivery  of  moijjhitie  has 
been  used  with  success  but  should  be  reserved 
loi  those  patients  in  whom  mote  traditional  forms 
of  treatment  have  failed.'’-'’  '^'’  Only  presei vative- 
free  dings  should  be  used  for  epidtiral  or  in- 
trathecal administration.  Patient-controlled  an- 
algesia (PCiA)  is  a relali\ely  new  state  of  the  art 
technology."'  It  involves  the  delivery  of  a ))re- 
determined  amount  of  drug  by  the  patient  who 
activates  a sj^ecialized  infusion  device.  PCA  has 
been  studied  and  used  most  often  in  jjost-oper- 
ative  j^atients  with  great  success.  The  role  of  PCA 
devices  in  patients  with  achanced  cancer  remains 
to  be  delei mined. 

Other  opiates:  Morphine  is  the  standard  by 
which  other  analgesics  are  compared.  However, 
there  are  other  opiates  which  can  be  used  suc- 
cessfully. 

Hydromorphone  is  a morphine  derivative.  Its 
pharmacological  properties  and  actions  are  quite 
similar  to  morphine.  Hydromorphone  is  avail- 
able in  all  dose  forms  and  is  available  in  a high 
potency  injectable  (lOmg/ml)  form  which  is  quite 
beneficial  when  the  injected  fluid  volumes  need 
to  be  minimized. 

Methodone  is  a synthetic  narcotic  derivative 
with  an  analgesic  activity  similar  to  morphine.  It 
possesses  a longer  serum  half-life  than  morphine 
(20-25  hr);  however,  the  analgesic  effect  does  not 
operate  in  parallel  with  the  serum  level. Meth- 
adone must  be  administered  on  a 6-8  hour  sched- 
ule. Older  patients  or  patients  wdth  severe  liver 
disease  must  be  monitored  carefully  for  toxicity 
due  to  drug  accumulation.  The  extended  dosing 
interval  advantage  afforded  by  methadone  is 
somewhat  obviated  now  by  the  availability  of  con- 
trolled release  morphine. 

Meperidine  is  a synthetic  opiate  which  is  rou- 
tinely used  in  the  treatment  of  acute  and  post- 
operative pain.  Meperidine  is  a drtig  which  is  not 
particularly  suited  for  the  treatment  of  chronic 
cancer  pain.  The  duration  of  action  is  only  two 
to  three  hours  and  thus  requires  more  frequent 
administration.  The  use  of  meperidine  on  a 
chronic  basis  results  in  the  accumulation  of  the 
toxic  metabolic  normeperidine,  which  is  associ- 
ated with  central  nervous  system  stimulation  or 
seizures.""  (\ 

Heroin  or  diamorphine  is  widely  used  in  Eng- 
land for  cancer  pain.  Heroin  is  metabolized  to 
acetylated  morphine  and  then  to  morphine  quite 
rapidly.  It  is  highly  soluble  in  water  making  it 
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attractive  for  patients  needing  large  amounts  of 
drugs  in  a small  volume  of  fluid.  The  availability 
of  a high  potency  hydromorphone  injection  ne- 
gates much  of  this  advantage.  Studies  have  re- 
vealed conclusively  that  heroin  offers  no  clinical 
advantage  over  morphine.^®'^'  '*^ 

Bromptom’s  solution  or  mixture  are  combi- 
nation products  which  have  been  available  for 
many  years.  While  the  contents  may  vary  from 
location  to  location,  the  most  common  formu- 
lations include  morphine,  cocaine,  a phenothi- 
azine  and  alcohol.  Practitioners  have  thought  for 
years  that  this  combination  offered  a clinical  ad- 
vantage over  morphine  alone.  A study  by  Mount 
has  revealed  no  clinical  advantage  of  Bromp- 
tom’s mixture  over  morphine  as  a single  entity 
product. Most  of  the  formulations  in  addition 
to  being  no  more  effective  than  morphine  usually 
will  cost  the  patient  more  money  because  they 
must  be  extemporaneously  prepared  by  a phar- 
macist. 

. . . The  focus  of  any  treatment  should  he 

to  improve  the  quality  of  a patient’s  re- 
maining time. 

The  treatment  of  chronic  cancer  pain  is  a com- 
plex undertaking.  Pain  is  as  much  an  emotional 
response  as  physical  one.  The  physician  has  a 
number  of  alternatives  in  the  treatment  of  pain 
such  as  nerve  blocks,  surgery,  and  radiation.  The 
focus  of  any  treatment  should  be  to  improve  the 
quality  of  a patient’s  remaining  time.  Twycross 
described  an  anonymous  physician  who  typified 
the  misunderstanding  plaguing  our  attempts  to 
treat  patients  with  endstage  illness.  “I  try  to  post- 
pone giving  morphia  until  the  very  end  and  am 
best  pleased  if  the  first-dose  of  morphia  is  also 
the  last.”‘^  The  judicious  and  appropriate  use 
of  opioids  in  the  hospice  setting  will  only  enhance 
the  quality  of  a patient’s  remaining  days  and  re- 
lieve a physician  of  much  distress. 

Neuropsychiatric  Problems 

Pain  has  been  aggressively  managed  by  hospice 
programs  and  is  the  symptom  most  emphasized 
in  patient  evaluation.  This  is  certainly  appropri- 
ate, for  many  other  symptoms  in  the  cancer  pa- 
tient, such  as  insomnia  and  depression,  may  be 
directly  attributable  to  poor  pain  control.  Most 
hospices  now  have  comprehensive  approaches  to 
diagnosing  and  effecti\’ely  treating  pain  in  the 
terminally  ill  patient.  However,  other  symptoms, 
particularly  neuropsychiatric,  may  go  unrecog- 
nized and  untreated.  Attention  to  and  palliation 
of  these  symptoms  can  often  make  a profound 


difference  in  the  quality  of  life  during  the  pa- 
tient’s final  days. 

A comprehensive  approach  to  the  neuropsy- 
chiatric symptoms  utilizing  the  interdisciplinary 
skills  of  the  hospice  team  is  critical  to  the  effective 
handling  of  these  problems.  In  this  brief  review, 
however,  only  the  pharmacologic  aspects  of  man- 
agement in  the  home  setting  will  be  discussed. 

Delirium:  Delirium  has  been  reported  in  up  to 
85  per  cent  of  terminal  cancer  patients  during 
the  final  stages  of  illness. Delirium,  or  the  acute 
confusional  state,  is  evidenced  by  a global  dis- 
order of  cognition  with  an  inability  to  maintain 
attention,  and  usually  a disruption  of  the  sleep/ 
wake  cycle.  It  is  important  to  recall  that  all  de- 
lirious patients  are  not  agitated  and  may,  iti  fact, 
be  lethargic.^®  Symptoms  are  frequently  worse  at 
night. 

In  a study  of  hospitalized  terminal  cancer  pa- 
tients, the  cause  of  delirium  was  determined  in 
only  21  per  cent.^'  The  causes  identified  were 
either  metabolic  or  pharmacologic. 

1)  Hypercalcemia:  This  is  a frequent  complica- 
tion, occurring  in  10-20  per  cent  of  all  cancer 
patients  and  in  up  to  40  per  cent  of  certain  can- 
cers such  as  lung  and  breast.^**  In  mild  cases,  at- 
tention to  hydration  and  the  use  of  steroids  may 
correct  the  hypercalcemia  and  improve  the  de- 
lirium. In  more  severe  cases,  however,  this  may 
represent  the  terminal  event,  and  as  such,  cor- 
recting the  metabolic  disturbance  may  result  in 
unnecessary  suffering  and  lengthening  of  the 
dying  process. 

2)  Hypoglycemia:  Patients  with  cancer  and  dia- 
betes may  not  have  altered  their  insulin  or  oral 
hypoglycemic  dosage  as  their  weight  and  oral 
intake  declined.  Adjusting,  or  in  some  cases  dis- 
continuing, these  medications  will  prevent  fur- 
ther episodes  of  hypoglycemia. 

3)  Hyponatremia:  Hyponatremia  may  result 
from  diuretics  if  the  oral  intake  of  salt  has  de- 
clined. Discontinuation  of  the  diuretic  and  fluid 
restriction  should  restore  sodium  and  water  bal- 
ance within  several  days. 

The  medications  which  may  cause  delirium  are 
too  numerous  to  list  in  this  brief  review.  All  med- 
ications being  taken  must  be  reviewed  and  those 
that  are  not  essential  to  patient  comfort  discon- 
tinued. Drugs  most  frequently  associated  with 
delirium  include  anticholinergic  drugs,  digoxin, 
antihypertensives,  narcotics  and  benzodiaze- 
pines, especially  the  longer  acting  agents. When 
possible,  substitute  a drug  with  less  potential  for 
central  nervous  system  side-effects  such  as  su- 
cralfate (Carafate)  for  cimetidine  (Tagamet),  or 
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Horn  iptylinc  (I’anieloi ) lor  aniiti  iptylinc  (Klavil). 
McMital  slatus  may  imj)rovc  with  (liscoiitiiiuation 
()1  the  drug. 

. . . Many  patients  with  delirium  can  be 
managed  with  frequent  reassurance  and 
reorientation  from  family  members. 

riieie  i.s  no  reason  to  witlihold  treatment  from 
a severely  agitated  patient  while  searcliing  fen  an 
nndeilying  eanse  of  delirinm.  Therapy  can  l)e 
started  while  other  medications  are  withheld,  and 
if  needed,  laboratory  studies  jierformed.  Many 
j)atients  with  delirinm  can  be  managed  with  fre- 
(|uent  reassurance  and  reorientation  f rom  family 
members.  In  the  more  agitated  patients,  oral  hal- 
doperidol  (Haldol)  can  be  used  (0.5  mg-2  mg) 
(or  intramuscularly  if  needed),  repeating  the  dose 
every  30-60  minutes  until  the  agitation  sub- 
sides.^'* The  patient  can  then  be  managed  with  a 
twice  daily  oral  dose.  Aggressive  efforts  to 
promptly  correct  what  may  be  disruptive,  violent, 
and  disturbing  behavior  are  clearly  warranted. 

Insomnia 

Inadequate  symptom  control  is  frequently  the 
reason  for  insomnia  in  the  terminally  ill,  espe- 
cially poor  pain  control.  Insuring  adequate  an- 
algesia should  precede  pursuing  other  reasons 
for  insomnia.  It  is  also  important  to  determine 
if  nighttime  wakefulness  is  a problem  for  the 
patient  or  for  the  family.  The  patient  may  not 
be  troubled  by  a pattern  of  brief  naps  throughout 
the  day,  but  the  patient’s  requests  for  assistance 
during  the  night  may  be  disrupting  the  caregiv- 
er’s sleep.  If  other  symptoms  are  under  control 
and  the  patient  complains  of  difficulty  sleeping, 
a review  of  medications  may  detect  the  under- 
lying problem,  such  as  withdrawal  from  a short- 
acting benzodiazepine  taken  earlier  in  the  day. 
The  patient  should  be  encouraged  to  remain  as 
physically  and  mentally  active  as  possible  during 
the  daytime  hours.  A short-acting  benzodiaze- 
pine such  as  triazolam  (Halcion)  or  temazepam 
(Restoril),  or  an  antidepressant  with  sedating 
qualities  such  as  cloxepin  (Senequan)  can  be  given 
on  a nightly  basis  to  improve  the  cjuality  and 
duration  of  sleep  at  night. 

Anxiety 

Ongoing  psychosocial  support  of  the  patient  and 
family  remains  the  primary  treatment  of  anxiety 
in  terminal  cancer.  When  medications  are  re- 
quired, an  intermediate-acting  benzodiazepine 


such  as  loraze|)am  (Activan)  or  oxazepam  (Senax) 
can  be  helpful.  Long-acting  agents  such  as  di- 
azepam (Valium)  or  chlordiaze|)oxide  (Librium) 
can  have  a markedly  piolonged  half-life  in  a frail, 
terminally  ill,  eldeily  patient.  Confusion  can  de- 
velop as  (hug  levels  rise  over  days  or  weeks  of 
acfministration.  I hese  agents  are  best  avoided  in 
Slid)  j)atients. 

Seizures 

Patients  with  a history  of  seizures  eithei  due  to 
their  cancer  or  to  an  unrelated  ))roblem  may  reach 
a jjoint  where  they  are  unable  to  take  their  med- 
ications by  mouth.  Unable  to  take  their  anticon- 
vulsant, their  blood  levels  may  drop  and  seizure 
may  result.  1 his  will  be  distuibing  t(j  the  patient 
and  family  and  may  precipitate  an  unwanted  trij^ 
t(j  the  hospital.  For  such  patients  j)entobarbital 
is  available  in  sujjjjository  form  and  may  be  ad- 
ministered by  this  route  for  seizure  cc^ntrol. 

Depression 

Dej^ression  is  the  nujst  common  reason  for  psy- 
chiatric consultation  in  caticer  patients.^'  In  the 
terminal  cancer  patient,  the  expectations  of  the 
physician,  the  family  and  the  patient  may  inter- 
fere with  recogniti(3n  and  treatment  (jf  depres- 
sion. Depressi(3ii  may  be  mistaken  for  sadness 
and  it  may  be  assumed  that  the  patient  should 
be  depressed,  given  the  circumstances.  A nihil- 
istic view  that  little  can  be  offered  in  the  way  of 
therapy  will  certainly  interfere  with  gocjcl  medical 
care. 

The  diagnosis  of  depression  can  further  be 
hampered  by  the  frecjuency  of  vegetative  signs, 
such  as  fatigue,  weight  loss,  anorexia,  and  insom- 
nia in  the  terminal  cancer  patient.  An  advantage 
to  the  hospice  program  is  the  input  and  evalu- 
ation of  a number  of  health  professionals  who 
see  the  patient  over  a period  of  time.  If  depressed 
mood  and  anhedonia  are  consistently  present, 
depression  is  likely  and  therapeutic  interventions 
can  be  undertaken.  An  assessment  regarding  su- 
icidal ideation  should  be  part  of  the  initial  eval- 
uation. While  ongoing  psychosocial  support  is 
again  the  cornerstone  of  therapy,  the  prompt 
initiation  of  pharmacologic  intervention  can  often 
improve  the  quality  of  life  for  the  patient’s  re- 
maining days. 

The  side-effects  profile  is  particularly  impor- 
tant in  selecting  an  antidepressant  for  the  ter- 
minal cancer  patient.  Amitriptyline  (Elavil)  is  the 
most  anticholinergic  tricyclic  antidepressant  and 
may  cause  orthostatic  hypotension,  dry  mouth, 
blurred  vision  and  urinary  retention,  symptoms 
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which  may  be  poorly  tolerated  in  the  terminally 
ill.^^  Use  of  amitriptyline  is  best  avoided  in  this 
popnlation.  An  antidepressant  with  sedating 
properties  such  as  doxepin  (Sineqnan)  can  be 
used  if  anxiety  or  difficulty  sleeping  are  also 
problems.  While  the  antidepressant  effect  may 
not  occur  for  2-3  weeks,  the  sedative  effects  occur 
promptly.  Nortriptyline  and  desipramine  are  the 
least  sedating  of  the  tricyclic  antidepressants. 

When  fatigue  and  psychomotor  retardation  are 
prominent  symptoms,  methylphenidate  (Ritalin) 
can  be  used,  10  mg  at  8:00  am  and  noon.  The 
effects  occur  promptly  after  the  onset  of  therapy. 
Patients  should  be  monitored  closely  for  side  ef- 
fects such  as  insomnia  and  anorexia.®^ 

Gastrointestinal  Symptoms 

Constipation:  The  onset  of  constipation  is  an  al- 
most inevitable  problem  in  terminal  cancer  un- 
less steps  are  taken  to  prevent  it.  Numerous  fac- 
tors such  as  the  predictable  changes  in  diet  and 
activity  predispose  the  patient  to  this  problem. 
Medications,  particularly  narcotics,  impair  bowel 
motility.  Before  starting  narcotics,  it  is  appro- 
priate to  review  the  patient’s  bowel  habits  and 
start  prophylactic  therapy.  Docusate  (Colace)  and 
a senna  preparation  (Senokot)  can  be  started 
when  narcotics  are  started.  If  this  is  not  adequate, 
a nonabsorbable  sugar  such  as  lactulose,  or  the 
less  costly  sorbitol,  can  be  added. 

Nausea  and  vomiting:  The  causes  of  nausea 
and  vomiting  in  the  terminal  cancer  patient  are 
numerous.  It  is  much  easier  to  control  these 
symptoms  with  the  regular,  rather  than  the  oc- 
casional use  of  antiemetics.  Combinations  of 
medications  acting  at  different  sites  can  be  usecl.^^ 
A phenothiazine  such  as  prochlorperazine  (Com- 
pazine) is  an  appropriate  first  step  and  this  is 
available  in  tablet,  liquid  and  suppository  form. 
Metaclopramide  (Reglan)  or  an  antihistamine 
such  as  diphenhydramine  (Dramamine)  can  be 
added  if  necessary.  If  pain  is  a problem,  mor- 
phine suppositories  can  be  used.  Nasogastric  suc- 
tion and  intravenous  hydration  are  unlikely  to 
improve  the  quality  of  a dying  patient’s  final  days. 

Respiratory  Problems 

Cough:  Cough  is  present  in  30  per  cent  of  all 
terminal  cancer  patients  and  in  80  per  cent  of 
patients  with  terminal  lung  cancer. After  ex- 
cluding underlying  causes  which  may  be  ame- 
nable to  therapy,  such  as  bronchospasm  or 
congestive  heart  failure,  an  initial  approach  in- 
cludes humidification  and  the  use  of  antitussives. 

Codeine  and  hydrocodone  are  commonly 


available  narcotic  antitussives.  If  the  patient, 
however,  is  already  on  morphine,  the  dose  of 
morphine  alone  can  be  increased  to  provide  ad- 
equate cough  suppression.  The  addition  of  an- 
other narcotic  to  morphine,  provides  no  addi- 
tional antitussive  action. Morphine  does  have 
the  advantage  of  being  available  in  a suppository 
form,  to  be  used  when  the  patient  is  unable  to 
take  oral  medications. 

Dyspnea:  Dyspnea  can  be  a particularly  dis- 
tressing symptom  for  the  patient  with  cancer.  It 
is  present  in  30  per  cent  of  all  terminal  cancer 
patients  and  in  65  per  cent  of  patients  with  lung 
cancer. Dyspnea  may  be  due  to  a potentially 
reversible  process  such  as  bronchospasm  or 
congestive  heart  failure,  and  in  these  cases,  ap- 
propriate treatment  may  eliminate  or  reduce  the 
dyspnea.  In  many  cases,  however,  dyspnea  re- 
sults from  the  progression  of  the  underlying  ill- 
ness for  which  no  therapy  is  available.  Oxygen 
may  be  helpful  in  some  of  these  patients,  but  for 
most,  the  clyspnea  will  continue  in  spite  of  sup- 
plemental oxygen.  In  these  patients,  narcotics  can 
provide  good  relief  to  the  patient  for  whom  each 
breath  is  an  effort. Treatment  can  begin  with 
low  doses,  titrating  up  to  control  the  dyspnea. 
Our  goal  is  patient  comfort  and  the  risk  of  this 
effective  therapy  is  far  outweighed  by  the  ben- 
efits to  the  suffering  patient.  Both  hydrocodone 
and  morphine  can  be  used  with  good  results. 
When  the  patient  is  unable  to  take  medication 
by  mouth,  morphine  suppositories  can  be  used. 

Death  Rattle:  The  noise  generated  by  un- 
cleared secretions  in  the  hypopharynx  of  the 
moribund  patient  can  be  distressing  to  the  family 
who  may  feel  their  loved  one  is  “choking  to 
death.”  Understanding  that  interventions  for  this 
are  done  not  for  the  patient  but  for  the  family, 
one  can  give  low  closes  of  atropine  in  the  hours 
prior  to  death.  This  does  not  clear  secretions  al- 
ready present,  but  does  decrease  the  production 
of  further  secretions.  Atropine  (0.2-0. 4 mg)  can 
be  given  sublingually  with  good  effect.  Alterna- 
tives are  glycopyrcolate  which  has  less  effect  on 
vagal  tone,  ancl  scopolamine  which  is  available  as 
a transdermal  patch. 

Summary 

Comprehensive  symptom  management  is  the 
hallmark  of  good  medical  care  of  the  terminally 
ill  cancer  patient.  Careful  attention  to  patient 
comfort  and  early  assessment  ancl  intervention 
to  alleviate  distressing  symptoms  enable  the  pa- 
tient to  remain  at  home,  ancl  maximize  the  qual- 
ity time  which  the  patient  ancl  family  can  share. 
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YOCON* 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  ^tivity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  finked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflovyor  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.TS 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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HAS  YOUR^^AGING  COMPANY 
SOLD  YOU  MORE  THAN  YOU  NEED? 


If  your  paging  company  didn’t  take  the  time  to 
analyze  your  needs,  you  may  be  paying  too  much 
or  getting  too  little. 

At  MetroNet,  we  believe  in  giving  you  a 
system  that  fits.  So  we  start  by  analyzing 
your  needs  - thoroughly.  Before  we  recom- 
mend a paging  system,  we  learn  all  we  can 
about  your  business  - including  who  leaves 
messages  and  how  you  handle  them. 

Next,  we  custom-tailor  a system  to  meet 
those  needs.  We  assign  a MetroNet  team 
to  your  project.  Before  you  ever  receive 
the  first  bill,  they’ll  call  to  check  on  how 
your  system  is  working.  They’ll  visit  your 
location,  brief  your  staff,  and  handle  your 
inquiries -before,  during,  and  long  after 
the  sale. 

And  the  systems  themselves?  They’re 


based  on  today’s  technology  - not  yesterday’s  - with  a 
product  range  that  includes  ultra-high-frequency  900 
MHz  pagers  with  a signal  superior  to  anything  else 
out  there. 

With  technology  like  this,  most  requests  for 
customer  service  are  handled  with  a simple 
phone  call.  But  when  service  is  required, 
MetroNet  will  respond  in  two  hours  or  less. 

If  your  paging  company  hasn’t  been  giving 
you  exactly  what  you  need,  move  up  to 
MetroNet.  Call  today:  1-800-443-4032 
MetroNet. 

Or  you  11  never  know  what  you  ’re  missing. 
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"The 

Business  Lifesaver’ 


'RADIO  PAGING  AND 

H m m MESSAGE  SERVICES 

280  Kinsley  Avenue,  Providence,  RI 02903 


V/e  feature  state-of-the-art  and  easy-to-use  pagers  from  Motorola. 
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Reflections  and  Remembrances 


Two  brief  and  very  personal  essays  written  by  practicing  nurses  in  the  Rhode  Island  community . These  commentaries 
reflect  their  remembrances  of  the  human  dimensions  of  dying  and  the  role  of  hospice  in  easing  the  acconipanymg 
burdens  of  anguish  and  grief. 


I have  many  thoughts  at  a time  like  this,  so  many 
remembrances.  It  is  hard  to  recall  some  things 
while  others  are  still  so  painfully  vivid.  I under- 
stood that  a life  can  change  drastically  from  one 
moment  to  the  next;  but  I had  never  thought 
that  such  changes  would  touch  my  life. 

I’ve  been  a nurse  for  twenty-five  years.  Is  it 
possible?  Where  did  all  those  years  go?  It  seems 
that  I just  graduated  from  Beth  Israel  Hospital 
last  year,  anxious  to  go  out  and  try  my  wings. 
Well,  I’ve  been  flying  every  since  and  I still  find 
nursing  to  be  rewarding  and  I’m  happy  in  my 
chosen  profession. 

Now,  let  me  think  back  to  that  special  day.  My 
Mom  had  complained  of  some  abdominal  pain 
for  a few  days.  This  was  not  like  her  so,  on  Friday, 
we  went  to  her  physician’s  office.  Finally  it  was 
our  turn  and  a complete  examination  was  per- 
formed including  some  laboratory  tests.  We  then 
went  out  for  coffee  and  talked,  carefully  avoiding 
the  “could-be’s.”  On  Saturday  morning  the  doc- 
tor called  saying  that  the  blood  tests  were  not 
within  the  normal  limits  and  he  asked  that  Mom 
be  brought  to  the  hospital  for  further  studies. 

Mom  was  admitted  that  day  and  there  were 
still  more  tests  and  X-rays.  The  surgeon  was  then 
called  and  she  was  operated  upon  the  next  day. 
I worked  that  Sunday  to  help  the  time  pass.  I 
can  remember  walking  out  of  a patient’s  room 
and  seeing  Mom’s  surgeon,  a friend  of  mine, 
walking  towards  me.  He  told  me  that  Mom  had 
cancer  of  the  gall-bladder  with  liver  metastases. 
I didn’t  hear  anything  else  after  that.  I went  to 
her  hospital  room,  sat  down,  and  cried.  Some- 
times a numbness  protects  us  and  by  the  time 
Mom  had  been  returned  from  the  recovery  room, 
I had  managed  to  interrupt  the  tears  and  to  con- 
trol myself. 

That  evening  Mom’s  doctor  shared  the  grim 
news  with  her,  the  news  that  she  had  so  dreaded. 
Her  first  response  was  to  cry.  In  the  quiet  of  a 


hospital  room  we  then  shared  our  once  silent 
thoughts. 

The  next  few  days  are  blurred  in  memory.  My 
brother  flew  in  from  California  and  there  were 
many  family  meetings  to  decide  what  next  to  do. 
My  immediate  family,  my  husband  and  two  teen- 
age daughters,  met  and  we  agreed  that  Mom 
would  stay  in  our  home  after  discharge.  Mom 
went  along  with  our  plans  “until  she  got  stronger.” 

We  brought  Mom’s  bed  to  our  home  and  set 
it  up  in  the  living  room,  now  her  room.  I re- 
member the  relieved  look  on  her  face  when  she 
walked  though  the  front  door.  She  was  glad  to 
be  home. 

The  next  step  was  to  call  Hospice  Care  to  help 
us  to  make  an  unbearable  situation  somewhat 
tolerable.  They  assured  us  that  we  could  reach 
one  of  their  nurses  at  any  time  and  that  the  in- 
evitable pain  would  be  controlled. 

In  the  next  few  weeks  we  shared  so  much  dur- 
ing the  limited,  precious  time  allotted  to  us.  Mom 
and  I had  always  been  close  to  each  other  and 
freely  shared  and  expressed  our  feelings,  but 
knowing  that  time  was  running  out,  made  these 
days  more  special.  How  could  v\e  put  a lifetime 
of  living  in  but  a few  weeks  of  dying?  Each  day 
we  saw  Mom  slipping  away  from  us.  How  easy  it 
was  for  me  to  care  for  my  patients,  but  how  dif- 
ficult the  easiest  of  nursing  tasks  became  for  me 
as  a daughter.  I sought  and  found  much  needed 
support  from  my  family  and  will  always  be  grate- 
ful for  their  love,  patience  and  understanding. 

Our  last  night  together  was  spent  in  talking.  I 
told  my  Mom  exactly  what  I thought  and  how 
lucky  I felt  to  have  had  her  as  my  mother.  We 
had  never  gone  through  the  difficulties  that  some 
mothers  and  daughters  experience.  Our  close- 
ness which  made  this  final  night  easier  also  made 
the  final  separation  almost  unbearable.  It  is  so 
difficult  to  let  go. 
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My  Mom  died  |)eac:eliilly  in  our  home,  in  lier 
own  bed,  with  her  three  children  l)y  her  side  and 
with  her  grandchildren  and  iriends  close  hy.  She 
had  given  us  the  gift  of  life  and  now  she  is  gone. 

Judith  Lynn  (ioidon,  RN 
Athnissions  Direct oi  , 

Hosjjice  Care  of  Rhode  Island 


The  room  is  dim,  music  faintly  heard  through- 
out the  house.  The  curtains  part  to  allow  the  cool 
summer  breeze  to  soothe  this  caregiver’s  task. 
Her  face  is  tranquil.  The  skin  is  soft,  relaxed. 
Family  members  walk  in  and  walk  out.  It  is  not 
clear  even  to  themselves  why  they  have  drifted 
in.  Yet,  they  pause  and  smile  or  cry  and  observe 
this  holy  sacrament.  It  is  difficult  to  imagine  that 
this  lifeless  body  endured  the  ultimate  battle  this 
past  evening.  It  seems  so  long  ago.  . . . 

The  front  door  is  open.  There  is  no  need  to 
knock  tonight.  The  living  room  is  empty.  One 
moves  slowly  through  the  house  searching  for 
signs  of  life.  Muffled  voices  are  heard  beyond  a 
closed  door.  As  the  door  is  pushed  foward,  all 
eyes  turn  in  anticipation.  The  woman  lying  in 
bed  slowly  closes  her  eyes.  The  energy  is  gone 
that  once  held  them  open.  Her  lips  are  parched 
despite  the  constant  nurturing  of  her  attentive 
daughter.  Her  breathing,  described  as  “labored” 
at  this  point,  is  urged  on  by  all  in  the  room.  She 
grasps  a hand  and  nods  that  she  knows  we  are 
there  — her  coaches  — wiping  her  brow,  rubbing 
her  back,  easing  her  pain.  She  has  fought  all 
evening  awaiting  the  arrival  of  her  son.  She  is 
frequently  assured  that  he  will  be  there  soon. 

We  are  in  her  bedroom,  her  own  bed  pushed 
to  the  side,  the  hospital  bed  in  the  center.  Her 
bureau  stands  where  it  has  always  stood.  Her 
jewelry  box,  her  comb  and  brush  and  a photo- 
graph adorn  its  surface.  The  photograph  is  of  a 
young  bride:  hopeful,  healthy.  It  is  such  a con- 
trast to  view  the  bride  tonight:  prominent  cheek- 
bones, sunken  eyes,  swollen  abdomen,  gasping 
for  life.  Such  a struggle  this  has  been.  The  initial 
symptoms,  the  diagnosis,  tlie  rigorous  treatment, 
and  finally  the  decision  to  come  home  to  die. 
Everyone  in  this  room  participated  in  all  these 
decisions  along  with  the  absent  son.  So  much  time 
has  passed,  so  little  time  left. 

A neighbor  drops  in,  bringing  dinner  for  the 
family.  She  peers  into  the  bedroom  and  sees  her 


friend  of  twenty  years.  Shouldn’t  she  be  in  the 
hospital?  Where  is  the  doctor?  I he  daughter  asks 
if  she  would  like  to  sit  by  the  bed  and  say  good- 
bye. Sbe  shakes  her  head,  tears  in  her  eyes,  not 
understanding.  She  will  be  next  door  if  she  is 
needed.  I he  daughter  hugs  her.  I he  patient 
smiles. 

Her  httsband  caresses  her  face,  brushing  her 
cheek  with  a soft  kiss.  “He  will  be  here  soc^n, 
love.”  “I  know,”  she  replies.  All  look  on,  deep  in 
thought.  All  have  their  private  memories  jtlaying 
and  replaying  in  their  own  minds.  She  is  wife, 
mother,  daughter-in-law,  aunt,  cousin,  daughtei , 
friend;  so  important  to  so  many.  It  is  a privilege 
to  jjarticipate  in  this  jjersonal  jotirney,  this  time 
of  growth.  To  see  a mother  say  goodbye  to  each 
of  her  children  over  a six  week  period  is  (juite 
an  exjierience.  Not  all  are  as  brave  as  she,  not  all 
are  as  determined  as  she.  Each  child  has  spent 
time  alone  with  their  mother.  There  is  so  much 
to  learn.  Her  husband  is  there  all  of  the  time. 

He  lies  on  their  bed  all  of  the  time  prepared  to 
fulf  ill  every  need.  They  have  had  f requent  good- 
byes these  past  six  weeks.  They  have  laughed 
together  and  they  have  cried  together.  T(^night 
they  are  fighting  together  for  time.  The  plane 
should  be  arriving  at  10:50  pm.  She  coughs  — 
we  all  respond:  one  lifts  her,  one  turns  her,  one 
massages  her  back,  one  suctions  her.  The  fever 
is  raging,  the  sweat  pours  down  her  face.  Just 
one  more  hour.  Please,  Lord. 

Music  is  playing  softly.  Her  parents  arrive,  but 
remain  in  the  living  room.  Her  father  sobs,  clou-  : 
bled  over  in  the  oversize  wing  chair.  He  cannot 
bear  to  see  his  baby.  Is  she  comfortable?  How 
much  longer?  The  patient  responds  to  the  soft 
music,  her  face  relaxing.  She  scans  the  room,  j 

stopping  at  f amiliar  eyes,  the  picture  of  her  chil-  ; 

dren,  her  husband’s  hand.  It  is  clearly  more  dif-  * 

ficult  for  her  to  breathe  now.  She  squeezes  his  1 

hand  and  we  breathe  along  with  her.  The  phone  i 

rings:  they  are  on  their  way  home.  A sigh  of  1 

relief.  She  nods,  smiles  and  continues  her  ar-  ! 

duoLis  task.  ■ 

It  is  peaceful  in  this  room.  Much  work  has  been  I 

done  and  all  are  feeling  a strength  from  this.  ; 

Everyone  surrounds  the  bed,  touching,  holding,  I 

waiting.  The  front  door  is  opened.  “I’m  home,  \ 

Mom.”  She  nods,  she  smiles,  she  holds,  she  cries.  ; 

It  is  time.  i 


Mary  Kate  Grzebien  Carpenter,  RN 
Patient  Care  Coordinator 
Hospice  Care  of  Rhode  Island 
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Dermatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou. 

Because  the  care  and  treatment  ( )f  patients  is  so  important  to  you, 
it's  impoiaant  ur  us.  Tliat's  why,  at  Dermatopath  lath,  we  assure 
you  of  liigli  qualitr;  reliable  slide  processing  and  inteipretation 
of  all  your  dermatologx’  specimens. 

Slides  are  prepared  by  .\SCP  Registered  Technicians  and  inter- 
preted by  a Board  Cenified  Dermatologist/Dermatopathologist. 

Among  the  senaces  we  pro\ide  are:  Slide  Processing,  H&E 
(Gross  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Stains,  C\tolog\-  and  Immunoperoxiditse.  All 
available  at  affordable  costs!  For  added  conr  enience,  FREE  POST- 
AGE ( bt)th  ways),  along  with  supplies  ( materials,  \ials  and  reports ) 
are  pro\  ided  for  you. 

When  it  comes  time  for  payment,  computerized  billing  repoiTs, 
prepared  monthly,  make  your  bookkeeping  records  easy  to 
process. 

Rettdy  to  ha\'e  your  dermatolog\-  specimen  requirements  an- 
.swered  by  professionals  as  concerned  about  patient  care  as  you 
are?  Call  today.  Toll  Free  I (800 1323-5748,  or  (4()1 ) 

421-'^8'’0  Monday-Friday,  8:30am-4:30pm. 

Or  write:  Dermatopath  Lab,  PO  Box  6810, 

Pro\’idence,  RI  029-i0.  Dr.  Yvonne  Hines,  M.D., 
Dermatologist/Dermatopathologist. 


OFFICE  TO  SHARE 

Modern,  well-equipped  medical 
office  (1000  sq.  ft.)  to  share  in 
medical  office  building  located 
one  block  from  Miriam  Hospital. 
Elevator,  X-ray,  and  lab  facilities. 
Ample  parking. 

273-2070 


Most 
patients 
need 
only  one. 


Microburst 

Release 

System” 


(potassium  chloride)  20mEq  isr 

A daily  prophylactic  dose 
in  a singie  tabiet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


Key  Pharmaceuticals,  Inc. 
Kenilworth.  NJ  07033 
World  leader  in  drug  delivery  systems. 
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Kl^l  I Microburst 

"®UR  l^en? 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW  RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  m digitalis 
intoxication  and  in  patients  with  hypokalemic  lamilial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states, 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administrafion  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  tor  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g . incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity,  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safely  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

DVERDDSAGE:  The  administration  ot  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  it  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIDNS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  OT-interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following, 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics, 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  ot  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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We  welcome  our  latest  tenants  to 
Stonedale  Offices. 


M utual  Property  extends  a warm  welcome 
to  J,  Jeffreys  Bandola,  M.D.,  Mary  B,  Preston, 
M.D.,  J.  Russell  Corcoran,  M,D„  East  Side 
Clinical  Laboraton/,  and  X-Ray  Asso- 
ciates, Inc.,  commencing  July  1. 

Call  us  at  821-0700  to  inquire  about 
Stonedale  Offices,  1935  Kingstown  Road, 
Peacedale. 

We'd  like  to  welcome  you  too. 

Mutua^fftoperty 
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Fifty  Years  Ago  (JULY  1939) 

The  Presidential  Address,  entitled  “The  Obvious 
and  the  Platitudinous,”  was  delivered  by  Edward 
S.  Brackett,  MD,  president  of  the  Rhode  Island 
Medical  Society  from  1938-1939.  He  describes 
the  change  in  the  doctor-patient  relationship  dne 
to  increased  specialization  and  involvement  by 
the  state.  “More  and  more  the  practice  of  med- 
icine will  be  dominated  by  organized  forces  out- 
side of  the  profession.  . . . the  rise  of  specialism, 
the  concentration  of  hospitals  and  clinics  and  the 
ever  increasing  tendency  to  shift  the  responsi- 
bility for  the  care  of  the  sick  to  the  state,  have 
already  and  will  continue  to  raise  problems  that 
must  be  solved.  ...  In  the  old  days,  when  the 
individual  doctor  treated  directly  with  his  patient 
and  his  fellow  practitioner,  a strict  adherence  to 
the  golden  rule  was  all  that  was  necessary  for 
peace,  justice  and  happiness  in  the  cult  of  the 
healing  art.  . . . But  times  have  changed.  No 
longer  can  we  practice  medicine,  shaping  our 
relations  with  our  patients  and  our  fellow  prac- 
titioners with  no  other  guide  than  allegiance  to 
our  Hypocratic  oath.  No  longer  is  the  state  con- 
tent to  leave  us  to  our  own  devices,  trusting  to 
our  interest  in  the  public  welfare  and  our  de- 
votion to  our  patients.” 

The  lead  article  entitled,  “The  Treatment  of 
Pneumococcus  Pneumonia  with  Sulfapyridine,” 
is  authored  by  J.E.  Greenstein,  MD  and  Ray- 
mond E.  Stevens,  MD.  The  authors  note,  “Not 
since  the  time  of  Ehrlich  has  chemotherapy  re- 
ceived such  a stimulus  as  when  Dogmak  in  1935 
announced  a new  chemotherapeutic  agent.  This 
agent  he  found  effective  in  the  treatment  of  ex- 
perimental streptococcal  infections  in  mice  and 
also  moderately  effective  against  pneumococcal 


infections,  particularly  those  due  to  type  III.  His 
original  prej^aration  was  an  azo  dye  called  Strep- 
tozon  or  Prontosil.  Other  workers  found  that  the 
activity  of  the  drug  was  due  to  the  part  containing 
the  0 = S = 0 radical.  This  fraction,  which  was 
separated,  was  called  Sulfanilamide.  Although 
our  cases  showed  relatively  lew  toxic  manifes- 
tations referable  to  the  medication,  nevertheless 
we  feel  that  this  drug,  while  having  a decided 
beneficial  effect  in  the  treatment  of  pneumonia, 
should  not  be  given  indiscriminately  or  without 
regard  to  the  possible  toxic  manifestations.  And 
in  conclusion,  “Sulfapyridine  is  an  effective  ther- 
apeutic drug  in  the  treatment  of  pneumococcus 
pneumonia,  causing  a decrease  in  the  mortality 
and  morbidity  of  this  disease  and  shortening  the 
convalescent  period.  It  appears  to  be  a relatively 
safe  therapeutic  agent,  but  should  be  used  with 
caution  with  regard  to  its  toxic  possibilities.” 

Twenty-five  Years  Ago  (JULY  1964) 

The  lead  article  entitled  “The  Expansion  of 
Knowledge”  is  authored  by  Barnaby  C.  Keeney, 
PhD,  then  President  of  Brown  University,  and  is 
an  address  delivered  to  the  Rhode  Island  Medical 
Society  on  its  153rd  anniversary.  Dr  Keeney  re- 
flects on  the  increase  of  information  available 
and  the  need  to  continue  one’s  education  or  risk 
obsolescence.  “Yet  ...  a very  high  percentage  of 
the  information  bearing  on  the  problem  will  not 
be  available  and  cannot  be  used,  for  there  is  as 
yet  no  way  quickly  to  collect  and  collate  it  — or 
even  to  get  access  to  it.  This  situation  will  change 
radically,  perhaps  in  the  next  decade.  It  is  already 
theoretically  possible  to  pour  the  contents  of  all 
the  libraries  in  the  world  into  a machine  and 
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instanlaneously  to  rclrieve  all  the  iiifbrniation 
that  hears  upon  any  particular  subject.  It  is  not 
yet  luechanically  possible  or  econoniically  feasi- 
ble to  do  so,  not  have  we  devised  an  intellectual 
framework  within  which  to  arrange  the  infor- 
mation. When  these  things  are  effected,  as  they 
are  likely  to  In*  within  oui'  time,  the  use  of  knowl- 
edge will  become  an  even  more  powei  f ul  insti  n- 
ment  than  it  is  today.” 

Another  paper  entitled  “Some  Ihesent  Day 
Concepts  of  the  riieraj)y  of  Diseases  of  the  Thy- 
roid ('.land”  is  written  by  Milton  W.  Hamolsky, 
MD,  then  i’hysician-in-Chief  at  Rhode  Island 
Hospital. 

The  lead  editorial  addresses  the  controversy 
over  controlling  hospital  costs  through  elimina- 
tion of  unused  beds,  with  the  premise  that  cin- 
rent  hospital  expansion  occurs  unnecessarily  due 
to  lack  of'  central  planning.  The  author  states, 
“We  submit  that  any  attemjjt  to  keej)  down  hos- 
pital utilization  by  limiting  the  number  of  hos- 
pital beds  would  l)e  unwise,  unwarranted,  and  a 
disservice  to  the  community.  We  take  serious  ex- 
ceptions to  any  effort  to  control  utilization  by 
enforcing  a built-in  bed  shortage.  Additional 
hospital  construction  shoidd  be  hailed  and  not 
discouraged.” 

Another  editorial  reports  on  an  increase  in 
syphilis  cases  in  Rhode  Island.  Attempts  to  com- 
bat this  disease  meet  little  success  due  to  lack  of 
public  funds  for  treatment,  stricter  regulations 
on  the  use  of  penicillin,  and  lack  of  epidemiol- 
ogical data.  “The  key  to  the  conquest  of  syphilis 
is  treatment  of  the  undiagnosed  early  infectious 
case.” 

Vital  statistics  from  the  Health  Department  for 
July,  1964  show  an  overall  mortality  rate  of  10.8/ 
1000,  an  infant  mortality  rate  of  24.3/1000,  with 
a birth  rate  of  21.0/1000.  An  increase  in  death 
rates  was  reflected  for  congenital  malformations, 
diabetus  mellitus,  influenza/pneumonia,  and 
heart  disease. 


EXCELLENT 

OPPORTUNITY 

to  buy  a modern  six  unit 
professional  building  in 
North  Smithfield,  Rl. 
Location:  117  Eddie  Dowling 
Highway 
(across  from 

Fogarty  Memorial  Hospital) 

Medical  Office  Available 
Principals  Only 

Call 

Philip  Baron,  MD 
421-6737 

after  6 pm 


Computerizing  doesn’t 
have  to  be  risky,  or 
expensive! 

We’ve  developed  a library  of  proven, 
nationally  marketed  medical  billing/office 
management  software. 

From  the  single  provider  practice,  to 
the  large  multi-specialty  cUnics,  our  cus- 
tomers computerize  with  confidence. 

We  don’t  sell  a software  product  un- 
less it  meets  our  standards  and  a mini- 
mum requirement  of  1,000  successful! 
medical  installations. 

Call  New  England’s  fastest  growing 
health  care  computer  company  for  pricing 
information  and  a free  video  tape 
demonstration. 

G Barry  & Associates,  Inc. 

(401)  331-9770 
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is  no  mystery 


CLUE:  Find  an  exercise  program  you  like. 

Whether  it  be  jogging,  aerobic  dancing,  brisk  walking  or  any 
of  dozens  of  sports,  there's  an  exercise  for  everyone.  Just 
find  the  activity  you  like  and  get  moving  . . . 

CLUE:  Stay  with  it. 

Although  more  people  are  exercising  than  ever  before,  many 
drop  out  within  six  months.  The  key  is  to  Stay  With  It.  Only 
those  who  exercise  regularly  get  all  the  benefits. 

For  a free  “Staying  With  It"  booklet,  write 
Fitness,  Dept.  110,  Washington,  D.C.  20001. 


The  President's 
Council  on 
Physical  Fitness 
and  Sports 


One  out  of  ten  women 
will  develop 
breast  cancer! 


“I  know, 

I was  that  one  in  ten. 

And  mammography 
helped  save  my  life" 

Debra  Strauss 

Thanks  to  mammography,  a fast 
and  simple  x-ray  technique,  breast  cancer 
can  now  be  detected  at  its  earliest 
stage— while  it  is  still  highly  curable. 
If  you're  over  35,  the  American  Cancer 
Society  urges  you  to  please  call 
your  doctor  for  an  appointment 


Commemorating 


I 


Years  of  Life! 

Join  us 


i 


MetLife  Healthcare  Network  is  proud  of  the  high 
quality  providers  rendering  medical  services  to  our 
members.  Our  latest  total  represents  400  medical  and 
surgical  practitioners;  twelve  hospitals  and  numerous 
diagnostic  facilities  throughout  the  state. 

As  we  progress,  it  becomes  more  and  more  apparent 
that  our  Primary  Care  Provider  driven  model  offers  a 
superior  product  for  the  consumer  and  a unique 
physician  oriented  organization  for  the  provider. 

It  you  would  like  more  information  on  participation 
with  MetLife  Healthcare  Network,  please  call 
Professional  Relations,  Mary  Concannon,  at  (401) 
822-3243. 


++% 

Kietlife 

HEALTHCARE  NETWORK 


Ar^  Affiliateof  Merropcjlitan  Life  Insurance  Company 


INFORMATION  FOR  AUTHORS 


ManusrripLs:  Manusc  ripts  will  he  acce|)te(l  for  consicl- 
eratioM  with  the  understaiHliiig  that  they  are  oiiginal 
coiitrihutions,  have  never  been  pnhlished  or  snhinit- 
ted  elsewhere,  and  are  snhinitted  only  to  the  Rhode 
Island  Medical  Journal. 

Specif ications:  Mannsc  t ipts  must  he  original  typed  copy 
(not  all  capitals)  on  8'/>  X II  inch  linn  typewritten 
paper,  douhle-spaced  throughout  (including  title  page, 
text,  acknowledgments,  and  reierences)  with  margins 
of  at  least  one  inch  and  using  hut  one  side  of  each 
page.  Tables,  charts,  and  legends  should  be  submitted 
separately  from  the  text,  and  referred  to  by  number 
(ie.  Fig.  f)  within  the  text.  Subheadings  must  be  in- 
serted at  reasonable  intervals  to  break  the  typographic 
monotony  of  the  text.  Pages  must  be  numbered  con- 
secutively. Italics  and  boldface  print  are  never  used 
except  as  subheadings. 

Abbreviations:  The  Journal  attempts  tct  avoid  the  tise  of 
jargon  and  abbreviations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  be 
identified  in  the  text. 

Tide  Page:  All  manuscripts  must  include  a title  page 
which  provides  the  follcjwing  information:  (f)  a con- 
cise and  informative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MD, 
PhD);  (3)  a concise  biographical  cfescription  for  each 
author  which  includes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  affiliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  recjuests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  use  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  ahvays  be  done  in  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  be  submitted,  and  such  illustrations 
numbered  consecutively  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figure  number,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
be  attached  to  the  hack  of  each  illustration.  Legends 
for  illustrations  shotild  be  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
graphs and  draw'ings.  Recognizable  photographs  of 
patients  are  to  be  appropriately  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  must  be  made  with  tlie  editors 
for  excessive  numbers  of  illustrations,  f iolor  jilates  are 
not  acceptable. 

Identification  of  Patients:  Names,  initials  should  not  be 
used.  Use  of  numbers  is  a jireferable  form  of  iden- 
tification. 

Reprints:  Because  of  cost  considerations,  reprints  are 
not  provided  routinely  to  the  author(s).  Reprints  may 
be  ordered  sejiarately  (100  copies  minimum  order) 
and  printing  costs  will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  them 
into  conformity  with  Journal  style,  w'hich  is  in  com- 
pliance w'ith  the  editorial  standards  of  the  AM  A.  How- 
ever, neither  the  etfitors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the 
pages  of  the  journal. 

Permission:  When  material  is  rejjroduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  jjublisher  of  these  sources.  Wliere  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  the  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  publication;  volume  number;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  book  reference 
must  include  the  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  number.  If  the  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  be  addressed  to:  Managing  Editor,  Rhode 
Island  Medical  Journal,  106  Francis  Street,  Providence, 
RI  02903. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.s’.  dose’ 

^ First-week  improvement  in  somatic  symptoms’ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protea  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file.  HofFmann-La  Roche  Inc..  Nutley,  N|.  2.  Feighner  |P, 
et al:  Psychopharmacology  61 :2\7 -225.  Mar  22,  1979. 


Limbitrol®® 

Vanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Airhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquQizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
fimction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  flhgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abntptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremot;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular.  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Dismrbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  Udia.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  {antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tbblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 

Manali,  Puerto  Rico 00701  pi  0288 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week' 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A s’,  dose’ 

^ First- week  reduction  in  somatic  symptoms’ 

Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Vo 

UinbitrorDS«> 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
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Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
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EDITORIAL 


Give  Us  Your  Tired,  Your  Poor, 
Your  Huddled  Masses 


j 

j 

i 


Since  1976,  some  14,000  Southeast  Asians  have 
sought  haven  in  Rhode  Island.  They  are  part  of 
a larger  wave  of  over  one  million  displaced  Cam- 
bodians, Laotians,  Hmong  and  Vietnamese  who 
fled  their  native  Asian  nations  to  seek  citizenship 
in  the  United  States.  The  Rhode  Island  Southeast 
Asian  Refugee  Health  Screening  Program  esti- 
mates that  there  are  6,660  Cambodians,  2,394 
Hmong,  4,570  Laotians,  and  500  Vietnamese 
currently  in  this  state. 

Rhode  Island  continues  to  welcome  new  ref- 
I ugee  arrivals  but  in  somewhat  smaller  numbers. 
During  the  past  two  years,  for  example,  608  im- 
migrants have  been  documented  as  new  resi- 
t dents  of  Rhode  Island.  The  ethnic  origins  of  these 
new  arrivals  are  as  follows:  Laotian,  268;  Cam- 
» bodian,  65;  Hmong,  77;  Vietnamese,  29;  Thai, 
' 30;  European,  130;  other,  9.  Southeast  Asians, 

\ who  comprise  77  per  cent  of  these  recent  arrivals, 
I still  dominate  the  ranks  of  new  immigrants  to 
ji  Rhode  Island.  They  come  largely  from  other 
I states  in  a secondary  immigration,  but  some  have 

I arrived  directly  from  overseas  refugee  centers 
situated  in  Thailand  and  other  Asian  countries 
where  they  had  been  provided  with  temporary 
housing.  Theirs  has  been  a traumatic  transit  from 
their  native  villages,  some  crossing  hostile  bor- 
ders by  land,  and  others  traversing  the  treach- 
erous waters  of  South  China  Sea  in  unseaworthy 
craft,  before  finding  some  marginal  shelter  in  the 
I intermediate  resettlement  centers  of  Asia.  There 
I they  remained  for  months  or  years,  inactive,  and 
' with  little  opportunity  for  developing  language 
' or  occupational  skills,  until  finally  the  chance  for 
'!  resettlement  in  the  United  States  materialized, 
: and  the  beginnings  of  a new  and  independent 
life  became  possible. 
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Where  Are  They  From? 

Laos,  a land-locked  nation,  is  almost  equal  in  size 
to  the  combined  areas  of  New  York  and  New 
England.  Its  population  density,  however,  is  low 
(40.5  persons  per  square  mile).  Neighboring 
Cambodia,  about  the  size  of  Missouri,  borders  on 
the  Culf  of  Siam,  and  is  somewhat  more  popu- 
lated (91.6  persons  per  square  mile).  New  Eng- 
land, on  the  other  hand,  has  a density  of  201 
persons  per  square  mile  (and  Rhode  Island,  918 
persons  per  square  mile). 

What  Are  Their  Demographic  Characteristics? 

Most  of  the  Southeast  Asian  immigrants  are  quite 
young,  with  a median  age  of  20  years.  Their 
number  of  elderly  is  small,  perhaps  about  two  to 
three  per  cent.  The  majority  derive  from  rural 
villages,  and  bring  with  them  virtually  no  tech- 
nical skills;  most  are  poorly  educated,  frequently 
illiterate.  The  two  larger  groups,  Cambodian  and 
Laotian,  are  for  the  most  part  Theravada  Bud- 
dhists, while  the  Hmong,  from  the  mountainous 
regions  of  Laos,  are  animists. 

Where  in  Rhode  Island  Have  They  Settled? 

At  the  moment  the  overwhelming  majority  are 
clustered  in  the  poorer  Providence  neighbor- 
hoods in  the  West  End,  Elmwood  and  South 
Providence  districts  (82.1  per  cent);  northern 
Rhode  Island,  largely  Woonsocket  (12.9  per  cent); 
and  the  Cranston/Johnston  region  (3.4  per  cent). 
Their  housing  is  typically  dilapidated,  old  and 
with  walls  bearing  decades-old,  peeling,  leaded 
house-paint.  Lead  poisoning  affecting  the  South- 
east Asian  children  becomes  a predictable  public 
health  concern.  The  article  by  Simon,  Zimmer- 
man and  O’Conner  in  this  issue  of  the  Journal, 
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provides  us  with  some  of  die  epidemiologic  di- 
mensions of  the  problem. 

Are  There  Serious  Health  Problems  in  this 
Population? 

Health  problems  of  Rhode  Island’s  Southeast 
Asian  refugees  are  indeed  substantial.  Surveys 
indicate  that  at  least  80  per  cent  have  some  med- 
ical problem  requiring  active  professional  inter- 
vention. These  organic  problems  include  para- 
sitic infections,  hepatitis  B,  tuberculosis  and 
various  sexually  transmitted  diseases.  An  article 
in  the  current  issue  of  the  Journal  by  Chow  and 
Krumholtz  emphasizes  the  magnitude  of  medical 
problems,  particularly  those  of  infectious  origin, 
in  this  population  of  refugees. 

Rudimentary  medical  needs  can  be  met  with 
but  minimal  communication  between  patient  and 
physician.  The  rendering  of  psychiatric  care,  on 
the  other  hand,  requires  the  services  of  bilingual 
mental  health  workers  of  which  there  are  very 
few.  Yet  another  obstacle  is  the  deep  reluctance 
of  Southeast  Asians  to  seek  psychiatric  assistance. 
Their  cultures  attach  no  credence  to  the  western 
etiologic  concepts  of  mental  disease,  and  when 
confronted  with  mental  disease,  they  will  resort 
to  herbal  medicines  and  employ  shamans  and 
Buddhist  monks  rather  than  the  secular  “talk 
treatment”  of  the  western  nations.  About  150 
Southeast  Asians  are  now  being  served  by  the 
mental  health  clinics  of  the  state,  while  the  true 
need  is  estimated  to  be  over  1,000. 

Three  mental  health  centers,  each  with  bilin- 
gual translaters  and  health  workers,  now  offer 
effective  psychiatric  and  counselling  assistance  to 
Southeast  Asians; 

Northern  Rhode  Island  Community 
Mental  Health  Center 
58  Hamlet  Avenue 
Woonsocket,  Rhode  Island 
765-7171,  David  Yuells 

Providence  Center 
520  Hope  Street 
Providence,  Rhode  Island 
274-2500,  Loeun  Ros 

St  Joseph  Hospital  Southeast  Asian 
Support  Center 
21  Peace  Street 

South  Providence,  Rhode  Island 
456-4422,  Diane  Piezi 

The  measure  of  risk  for  mental  illness  among 
the  Southeast  Asian  refugees  is  considerable.  Nu- 
merous studies,  including  those  conducted  in 


Rhode  Island  by  Chow,  Krumholtz  and  Landau, 
in  this  issue  of  the  Journal,  have  concluded  that 
more  than  76  j)er  cent  of  Southeast  Asians  living 
in  the  United  States  suffer  from  some  profound 
degree  of  emotional  distress  or  depression. 

riie  Refugee  Services  Subcommittee  oi  the 
Covernor’s  Council  on  Mental  Health  has  rec- 
ommended: “For  the  foreseeable  future  Rhode 
Island’s  Southeast  Asian  communities  will  re- 
(juire  specialized  mental  health  services  if  their 
needs  in  this  area  are  to  be  adequately  met. 
“Mainstreaming”  of  Southeast  Asians,  that  is,  of- 
fering them  more-or-less  unmodified  versions  of 
mental  health  services  available  to  the  general 
public  (with  possibly  the  addition  of  interpreter 
assistance)  is  not  currently  an  appropriate  service 
option.  The  recent  history  of  these  peoples  have 
been  too  traumatic,  their  cultures  are  too  differ- 
ent, and  their  concepts  regarding  mental  health 
and  illness  are  too  much  at  odds  with  Western 
notions  to  allow  the  needs  of  these  communities 
to  be  smoothly  accommodated  by  our  existing 
service  structures  and  therapeutic  approaches.”’ 
The  transition  from  refugee  status  to  produc- 
tive citizenship  is  typically  painful  and  pro- 
longed. But  Rhode  Island  and  Providence  Plan- 
tations have  historically  been  enriched  by 
successive  pulses  of  immigrants  seeking  haven 
here.  Even  Roger  Williams  was  a refugee. 

Reference 

1 “Meeting  the  Mental  Health  Needs  of  Rhode  Island’s  Southeast 
Asian  Communities,”  Report  by  the  Refugee  Services  Subcom- 
mittee of  the  Governor’s  Council  on  Mental  Health,  September, 
1988. 

Stanley  M.  Aronson,  MD 
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Message  to  Rhode  Island  Physicians 


During  this  past  year  at  least  two  Rhode  Island 
physicians  died  as  a result  of  suicide.  Each  year 
at  least  one  physician  in  Rhode  Island  can  be 
expected  to  commit  suicide  (based  on  national 
physician  suicide  rates).  While  male  physicians 
commit  suicide  at  a rate  which  approximates  the 
age-matched  general  population,  female  physi- 
cians manifest  a rate  which  is  three  times  that  of 
the  general  population.  It  is  likely  that  many  more 
physicians  kill  themselves  than  we  know.  The 
cause  of  death  is  often  recorded  as  accidental  or 
due  to  illness  by  a friendly  colleague  wishing  to 
spare  the  family  the  added  grief  of  public  notice 
of  suicide.  Occasionally  we  are  made  aware  of 
these  tragedies  when  they  become  front  page 
news.  More  often  they  are  not  publicized.  A phy- 
sician suicide  (by  intravenous  drugs)  in  Rhode 
Island  within  the  last  year  was  unknown  to  all 
but  the  closest  family  and  associates. 


. . . We  believe  that  with  proper  education 
the  healing  profession  should  he  able  to 
make  progress  in  the  treatment  of  suicide 
as  well  as  education. 


Whereas  members  of  the  general  population 
often  make  suicide  attempts  or  gestures  which 
do  not  result  in  death,  physicians  are  remarkably 
efficient,  in  that  62  per  cent  of  physician  suicide 
attempts  result  in  death. 

There  are  many  parallels  between  our  attitude 
toward  suicide  and  that  toward  addiction.  Not 
too  long  ago  physicians  took  a defeatist  attitude 
toward  addiction  in  themselves  and  their  col- 
leagues. Now  we  know  that  recovery  is  possible 
in  85-90  per  cent  of  addicted  physicians  when 
treated  in  special  programs.  In  the  universal  grief 
in  our  community  over  a recent  tragedy  we  have 
also  detected  a hopelessness  about  the  issue  of 
suicide  which  is  very  similar  to  that  encountered 
1 1 years  ago  about  addiction.  We  believe  that 
with  proper  education  the  healing  profession 
should  be  able  to  make  progress  in  the  treatment 
of  suicide  as  well  as  addiction. 

The  American  Medical  Association  and  the 


American  Psychiatric  Association  have  published 
the  results  of  a joint  study  on  physician  suicide 
(JAMA  257:2949-2953,  1987).  By  understanding 
some  of  the  characteristics  of  a potentially  sui- 
cidal physician  and  by  having  a mechanism  in 
place  to  bring  professional  help  to  the  troubled 
physician  we  should  be  able  to  attack  this  prob- 
lem. According  to  the  AMA-APA  study,  char- 
acteristics of  suicidal  physicians  include: 

Self  prescription  of  a psychoactive  drug* 
Previous  suicide  attempts* 

Talk  about  suicide* 

Financial  loss* 

Drug  and/or  alcohol  dependence 
Personal  or  professional  loss 
Family  history  of  chemical  dependence  or 
mental  illness 
Depression 

Receives  little  emotional  support  from  family, 
colleagues  and  friends 

Gives  little  emotional  support  to  family,  col- 
leagues and  friends 
History  of  psychiatric  hospitalization 
Chronic  mental  illness 
Chronic  physical  illness 

Critical  attitude  toward  him/herself  and  others 

Characteristics  marked  with  an  asterisk  (*)  denote 
a high  probability  of  suicide.  The  presence  of 
any  of  these  starred  factors  in  combination  with 
a history  of  one  or  more  previous  suicide  at- 
tempts portends  an  extremely  high  probability 
of  suicide. 

What  does  all  this  mean?  It  means  that  we  have 
enough  data  to  be  able  to  recognize  changes  in 
our  colleagues  which  might  be  indicative  of  po- 
tential suicide. 

What  should  you  do  if  such  signs  should  be  apparent 
in  a physician?  It  may  be  possible  to  intervene  on 
a personal  basis.  The  object  of  such  an  interven- 
tion should  be  to  get  the  physician  into  treatment 
with  a competent  psychiatrist.  Given  the  close- 
ness of  the  medical  community  in  Rhode  Island, 
the  psychiatrist  should  be  from  a different  hos- 
pital or  practice  area  than  the  suicidal  physician. 
This  will  facilitate  confidentiality  and  make  ob- 
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jective  treatinenl  easier  for  both  the  treating  and 
tlie  patient  physician. 

What  should  you  do  if  your  colleague  is  uurecejdive  to 
yoxir  iutenieutiou  or  if  you  feel  uncomfortable  about 
confrontation?  Such  a situation  might  occur  if  tlie 
potentiaffy  suiciefaf  physician  were  a close  friend 
or  were  in  a j^osition  of  autliority.  The  Rhode 
Island  Medical  Society  Impaired  Physician  Cami- 
mittee  will  intervene  in  any  case  in  which  there 
is  a tlireat  of  potential  suicide.  Members  of  the 
committee  include  jjsychiat lists  and  otliers  with 
experience  in  addictions,  depression  and  other 
behavioral  disorders.  The  committee  has  inter- 
vened in  over  125  cases  in  Rhode  Island  and  has 
established  protocols  for  these  confrontations. 
Symjiathetic  referral  for  treatment  is  tlie  objec- 
tive. riie  committee  itself  does  not  provide  treat- 
ment. Patients  are  referred  to  appropriate  sjie- 
cialists  for  confidential  treatment.  The  committee 
does  follow  up  to  make  sure  the  physician  ac- 
tually starts  and  continues  the  recommended 
therapy.  We  accept  referrals  from  any  source 
including  physicians,  other  health  professionals, 
families,  etc. 

W'hat  should  you  do  if  you  have  disturbing  suicidal 
thoughts?  Call  the  committee!  We  will  help  you 
contact  a psychiatrist.  Absolute  confidentiality  is 
guaranteed. 

Treatment  is  not  always  successful  in  any  dis- 
ease, but  it  has  no  chance  at  all  if  it  is  not  insti- 
tuted. Please  be  alert  for  the  signs  of  potential 
suicide  in  your  colleagues.  If  you  feel  uncom- 
fortable about  acting  on  your  suspicions  call  the 
Rhode  Island  Medical  Society  at  331-3207  and  a 
member  of  the  Impaired  Physician  Committee 
will  call  you  back  for  a confidential  discussion. 
Talking  to  a troubled  physician  is  a sign  of  caring 
and  has  no  side  effects.  It  may  save  a life! 

Donald  R.  Coustan,  MD 
President,  RIMS 

Herbert  Rakatansky,  MD 

Chairman,  Impaired  Physician  Committee 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  Jinked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon « is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  In  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/i  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . ^ 

How  Supplied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  In 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10, 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
(Outside  NJ)  (800)  237-9083 
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PURE  PLEASURE 


P0LE8  1/2- JENKS  ROAD 
FOSTER,  RHODE  ISLAND  02825 
(401)  392-0255 

Designer/Remodeler 


l^ECIALIZING  IN  ... 

' Master  Suites  • Kitchens  & Baths  • Additions 
Executive  Suites  • Sun  Rooms 
Indoor  Pool  Enclosures 
Complete  Design  & Build  Services 
By  appointment  only 


v;tK  HERMANN  392-0255  GAIL  HERMANN 


Elegant 

Conservatories,  ^ 
Garden  Rooms, 

Sun  Rooms,  Sk\,/lights 
and  Window  Walls 


100%  clear  heart  redwood  or  mahogani./ 
f CUSTOM  fabricated  to  YOUR  specs. 

Pre-framed  modular  walls  up  to 

H20'  long. 

Factory  installed  awning  and 
casement  vents. 

■iJob  site  delivery  in  manufac- 
turer’s truck.  NO  freight 
damage  claims. 

'\Exclusive  ridge  vent  for 
summer  ventilation. 


Window-Boxes 

• Factory  glazed  and  assembled 

• CUSTOM  sizes  up  to  14'  long 
and  6‘  high. 

• Adjustable  glass  or  redwood 
shelves. 


quality  built  by 


§5 


IQBQQI 

SONMMMOQNKRV 


T"  wiTrr 

1987-88  GOLD  AWARD  FOR  SPA  DESIGNS 


DnD/] 


OB/GYN  PHYSICIAN 

EXCELLENT 

or 

OPPORTUNITY 

FAMILY  PRACTICE 

to  buy  a modern  six  unit 

PHYSICIAN 

professional  building  in 

Large  Community  Health  Center  network  is 

North  Smithfield,  Rl. 

searching  for  full-time  BC/BE  OB/GYN 

Location:  117  Eddie  Dowling 

PHYSICIAN  or  BC/BE  FAMILY  PRACTICE 

Highway 
(across  from 

Fogarty  Memorial  Hospital) 

PHYSICIAN  to  do  ambulatory  Ob/Gyn  (no 
deliveries,  no  in-hospital  work).  Affiliation 
with  Brown  University’s  School  of  Medicine 
encouraged.  Approved  federal  loan  repay- 

Medical  Office  Available 

ment  site.  Call  (401)  861-6300  or  send  CV 
to: 

Principals  Only 

Call 

Anne  Levesque,  Personal  Director 
Providence  Ambulatory  Health  Care 

Philip  Baron,  MD 

Foundation,  Inc. 

421-6737 

469  Angell  Street 

after  6 pm 

Providence,  Rhode  Island  02906 

An  Affirmative  Action/Equal  Employment  Employer. 

MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  021 10 


COLLECTIONS  ~ IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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Health  Screening  of  a Ri  Cambodian 
Refugee  Popuiation 

Robert  Tao-Ping  Chow,  MD 
Seba  Krumholtz,  MD 


Our  sample  population  has  lived  in  the 
United  States  for  about  three  years,  and 
yet  their  disease  prevalences  have  not 
shown  any  significant  changes  from  the 
disease  prevalences  amongst  Cambodian 
refugees  to  the  United  States  obtained  four 
to  seven  years  prior  to  this  study.  We  rec- 
ommend, therefore,  a continued  surveil- 
lance and  vigilance  for  communicable  dis- 
eases in  this  population. 


It  has  been  estimated  that  ap)proximately  800,000 
refugees  from  Southeast  Asia  have  immigrated 
to  the  United  States  since  1975.'  Roughly  10,000 
to  13,000  refugees  now  reside  in  Rhode  Island 
with  the  figure  gradually  increasing  due  to  shift- 
ing economic  factors  in  the  United  States.  From 
the  public  health  standpoint,,  this  population  pre- 
sents a significant  and  unique  challenge  to  the 
Rhode  Island  medical  community.  Though  many 
authors  have  studied  spe;cific  disease  preva- 
lences,2'°  the  information  that  has  accrued  are 
drawn  from  small  geographically  and  ethnically 
isolated  sample  groups.  In  any  one  urban  area, 
it  has  been  shown  that  there  is  significant  vari- 
ation in  prevalence  rates  among  the  different 
ethnic  groups.^  Though  in  ferences  may  be  drawn 
for  the  Rhode  Island  group,  specific  data  and  its 
fluctuations  in  time  are  not  readily  available. 

From  1982  to  1983,  Biicho  and  Keenlyside" 


Robert  Tao-Ping  Chow,  MD,  is  with  the  Division  of 
General  Internal  Medicine,  Brown  University  and 
Rhode  Island  Hospital,  Providence,  Rhode  Island. 


Seba  Krumholtz,  MD,  is  with  the  Division  of  General 
Internal  Medicine,  Brown  University  and  Rhode  Is- 
land Hospital,  Providence,  Rhode  Island. 


reviewed  the  health  problems  among  249  pri- 
mary immigrants  and  40  secondary  immigrants 
screened  at  the  clinics  of  the  Providence  Am- 
bulatory Health  Care  Foundation.  In  general, 
they  found  a young  population  of  immigrants 
who  were  basically  healthy  and  free  of  significant 
communicable  disease.  These  results  contrast 
sharply  with  other  data  obtained  nationally.  Our 
study  attempts  to  verify  this  conclusion  and  up- 
date the  data  for  the  Rhode  Island  Cambodian 
population.  We  hope  to  establish  local  disease 
prevalences  and  ascertain  trends  over  time. 

Methods 

This  retrospective  study  was  performed  at  the 
Central  Health  Center,  a Providence  Ambulatory 
Health  Care  Foundation  non-profit  community- 
based  health  center  in  Providence,  Rhode  Island. 
The  majority  of  the  patients  there  are  of  Cam- 
bodian descent,  and  health  care  providers  are 
assisted  by  a bicultural  staff.  The  site  provides 
primary  care  in  internal  medicine,  pediatrics,  ob- 
stetrics, gynecology,  and  nutrition  counselling. 
Patient  referral  sources  include  family  members, 
sponsors,  friends,  and  churches.  In  addition,  this 
clinic  represents  a site  for  screening  of  new  Cam- 
bodian immigrants. 

A chart  review  was  performed  of  113  consec- 
utive adult  Cambodian  patients  seen  by  the  au- 
thors at  the  internal  medicine  clinic  of  Central 
Health  Center  from  January  1,  1986  to  Decem- 
ber 31,  1986.  Demographic  data  on  age,  sex, 
marital  status,  years  in  the  United  States  at  the 
time  of  screening,  proficiency  in  English,  pres- 
ence of  symptoms,  living  situation,  tobacco  use, 
and  alcohol  use  were  recorded.  Following  the 
recommendations  of  others,'^’  the  Mantoux  skin 
test  for  tuberculosis  (0. 1 cc  subcutaneously),  hep- 
atitis B surface  antigen  assay,  complete  blood 
count,  VDRL  test  for  syphilis  (with  all  positive 
tests  confirmed  by  FTA-ABS),  and  stool  for  par- 
asite analysis  were  requested.  Data  were  coded 
and  processed  using  the  MacStats  Statistical 
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Package.  Statistical  sigiiincaiu  e was  tested  by  j)er- 
Ibtining  a (ilii  S(|uare  analysis,  with  0.05  set  as 
the  level  ol  signiricance.  When  either  the  inde- 
pendent ()i  dependent  vat  iahle  wei  e non-inte- 
gers (eg,  length  ol  time  in  the  United  States),  a 
correlation  coelTicient  was  calcnlated. 

Results 

"Pahle  1 i^resents  the  deinogiaphic  data  ol  the 
sain|)le.  rhongh  the  jjatients  were  relatively 
young,  it  was  dilTicnlt  to  comj)ate  this  to  age 
disli  ihutions  lor  the  Rhode  Island  ])opiilation  as 
a whole  or  the  sample  used  hy  Bicho  and 
Keenlyside"  because  the  pediatric  pojiulation  has 
been  excluded  from  our  samjile. 

The  results  ol  disease  screening  lor  this  pop- 
ulation are  shown  in  d’ahle  2.  Also  slu^wn  are  the 
results  obtained  hy  Bicho  and  Keenlyside"  ujjon 
screening  249  primary  immigrants  and  40  sec- 
ondary immigrants  during  a one  year  period  f rom 

Table  1.  Demographic  Information  on  113  Adult 
Cambodian  Patients  Seen  at  Central  Health 
Center,  Providence,  Rhode  Island,  1986 

Age  Mean  = 39  years  (range  19-75  years) 


Sex 

Male  49 

Female  64 

Total  113 

Marital  Status 

Single  15 

Married  74 

Widowed  1 8 

Divorced  6 

Mean  Duration  in  the  United  States,  2.8  years  (range, 

2 mon.-IO  years) 

Living  Status 

Alone  1 

With  spouse  and/or  children  86 

With  parents  and/or  siblings  10 

With  friends  4 

N/A  12 

Use  of  English  language 

Rudimentary;  Yes,  no,  hello,  etc.  75 

Responds  to  simple  commands,  but  requires  23 

interpreter 

Communicates  independently  in  English  14 

N/A  1 

Employment 

Employed  13 

Unemployed  89 

Student  9 

Admits  to  use  of  alcohol 

Yes  19 

No  78 

N/A  16 

Admits  to  use  of  tobacco,  including  chewing 
Yes  42 

No  57 

N/A  14 


April  1,  I9H2  to  March  31,  1983. 

Several  demographic  conelalions  weie  ob- 
tained. 1 he  increased  proficiency  in  Knglish  por- 
tended greatei  likelihood  of  emjdoyment  (p<.01, 
X'^  = 97.f),  DF  = 4.)  Proficiency  in  Knglish  corre- 
lated with  the  numhei  ol  years  in  the  United 
States  (correlation  coellicient  = 0.40).  Men  were 
moi  e likely  to  he  employed  (j)  = .01  I ),  smoke  to- 
bacco (])<.01,  1)K=1),  and  drink  al- 

cohol (p<.01 , x^  = V.07,  I)K=  I ).  I ohacco  use  also 
conelated  jiositively  with  the  numher  ol  years 
spent  in  the  United  States  (correlation  coellicient 
= 0.30). 

Tuberculosis 

More  than  hallOl  the  j)atients  showed  a positive 
skin  reaction  (>10mm)  upon  initial  testing.  44iese 
patients  were  relerred  to  the  Roger  Williams 
()eneral  Hospital  fuherculosis  Clinic  lor  lurther 
evaluation  and  theraj^y.  I he  jjresence  ol  a j)os- 
itive  PPl)  test  correlated  with  tobacco  use 
(p  = 0.01,  = I)F=1)  and  male  gender 

(p  = 0.04,  X'  = 3.91,  I)F=1).  Catanzaro  and 
Moser-  found  57  j)er  cent  positive  tests  among 
Cambodian  patients  in  San  I)iego  in  1981,  while 
Barry  et  aP  had  40  per  cent  positive  results  at  a 
clinic  in  New  Haven,  Connecticut  in  1979.  Fr- 
ickson  and  Hoang*’  in  1979  noted  62  per  cent 
positive  PPD  tests  among  194  adult  Cambodian 
patients  in  Hartford,  Connecticut,  while  Judson 
et  r//"’  f ound  50  per  cent  positive  reactions  among 
Cambodian  refugees  in  Denver,  Colorado  in 
1982. 

Hepatitis  B 

A positive  Hepatitis  B surface  antigen  test  was 
found  in  7.8  per  cent  of  this  sample.  A positive 
test  correlated  with  presence  of  parasites  as  noted 
through  routine  stool  sampling  (p  = 0.02, 
X“  = 5.82,  DF=1).  Catanzaro  and  Moser^  found 
14  per  cent  prevalence  of  Hepatitis  B surface 
antigen  in  their  sample,  while  Barry  et  aP  and 
Judson  et  r//'*'  noted  16  per  cent  and  15  per  cent 
test  positivity  respectively. 

Intestinal  Parasites 

The  prevalence  of  intes  tinal  parasites  was  68  per 
cent.  Hookworm  was  the  most  common  orga- 
nism, but  Fntamoeba  histolytica,  giardia,  and  as- 
caris  were  also  found.  The  presence  of  parasites 
did  not  correlate  with  eosinophilia  (p  = 0.31, 
X'-=  1,  DF=  1).  Parasitic  infestation  also  did  not 
correlate  with  the  number  of  years  in  the  United 
States  (correlation  coefficient  = 0.067).  Hoff- 
man et  ciP  found  a 62  per  cent  prevalence  among 
Cambodian  patients  screened  at  two  primary  care 
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Table  2.  Prevalence  of  Diseases  among  113  Adult  Patients  in  1986  as  Compared  to  295  Southeast  Asian 
Refugees  Screened  in  1984" 


113  Adult  Cambodian 

295  Southeast  Asian 

Patients  Screened  in  1986 

Screened  in  1984 

Number 

Number 

Number 

Number 

Screened 

Positive 

Prevalence 

Screened 

Positive  Prevalence 

PPD  test 

103 

63 

61% 

295 

62 

21% 

Hepatitis  B Surface  Antigen  test 

96 

7 

7.8% 

292 

14 

4.8% 

Stool  for  Parasties 

91 

62 

68% 

292 

73 

25% 

Anemia* 

107 

28 

26% 

235 

8 

3.4% 

VDRL  test 

89 

21 

24% 

222 

6 

2.7% 

'For  males,  less  than  14  gm  %;  for  females  less  than  12  gm  %. 

clinics  in  San  Diego,  California  in  1978,  while 
Barry  et  aU  found  a rate  of  59  per  cent.  Catanzaro 
and  Moser-  found  61  per  cent  prevalence  of  par- 
asitic infestation,  while  Erickson  and  Hoang'’ 
found  65  per  cent. 

Anemia 

Twenty-six  per  cent  of  patients  screened  were 
found  to  have  anemia,  based  upon  a low  hemo- 
globin count  (less  than  14  gm  per  cent  for  male 
and  less  than  1 2 gm  per  cent  for  female  patients). 
Catanzaro  and  Moser-  found  a prevalence  of  37 
per  cent.  Though  they  found  a positive  corre- 
lation between  anemia  and  presence  of  parasites, 
this  was  not  borne  out  in  our  population  (p  = 0.62, 
X‘  = -24,  DF=  f ).  Twenty  per  cent  of  Camb(xlian 
patients  studied  by  Judson  et  al'^’  were  found  to 
be  anemic.  Erickson  and  Hoang'’  found  16  per 
cent  had  anemia,  but  their  thresholds  for  anemia 
were  lower  than  those  used  in  other  studies 
I (hemoglobin  less  than  f 3 gm  per  cent  for  males, 
less  than  f 1 gm  percent  for  females).  Sutherland 
et  al,^  using  the  critera  of  hemoglobin  less  than 
12  gm  percent  for  males  and  less  than  11  gm 
percent  for  females,  found  12  percent  of  426 
i Cambodian  patients  to  be  anemic  in  Rochester, 
Minnesota,  from  1975  to  1981.  Craft  et  iden- 
‘ tilled  18  per  cent  anemia  among  142  refugees  in 
; New  Haven,  Connecticut,  in  1980. 

Serologic  Tests  for  Syphilis 

I Positive  VDRL  with  positive  confirmatory  FTA- 
ABS  were  found  in  24  per  cent  of  this  popula- 
tion. None  were  symptomatic  at  the  time  of 
screening.  No  assocation  was  demonstrated  with 
any  other  variable.  Catanzaro  and  Moser-  found 
■:  19  per  cent  of  their  Cambodian  population  had 

positive  serologic  reactions  for  syphilis. 

Comments 

In  this  study,  the  prevalences  of  tuberculous  skin 


reactivity,  positive  serologic  tests  for  Hepatitis  B, 
intestinal  parasites,  positive  serologic  tests  for 
syphilis,  and  anemia  were  determined  in  an  un- 
selected group  of  Cambodian  jiatients  who  vis- 
ited an  adult  primary  care  clinic  in  Providence, 
Rhode  Island  during  1986.  The  prevalence  of 
these  diseases  amongst  Cambodians  agreed  gen- 
erally with  the  results  of  previous  authors  around 
the  United  States  but  contrasted  sharply  with  the 
results  of  the  Rhode  Island  study  by  Bicho  and 
Keenlyside."  Because  their  Southeast  Asian  ref- 
ugee patients  were  only  50  per  cent  of  Cambo- 
dian descent  and  34  per  cent  younger  than  eleven 
years  old,  the  sample  populations  may  not  be 
comparable.  Nonetheless,  it  is  difficult  to  rec- 
oncile the  greater  than  three-fold  differences  in 
the  disease  prevalences  and  the  reassurances  that 
were  implied  by  their  study.  Our  data  suggests 
that  the  disease  prevalences  among  the  Cambo- 
dian population  in  Rhode  Island  are  similar  to 
national  averages  obtained  from  1979  to  1982. 


Tests  for  tuberculosis,  syphilis,  and  intes- 
tinal parasitism  remain  high. 


Evaluation  of  the  population  demograjjhics  re- 
veals that  men  are  more  likely  than  women  to  be 
employed,  admit  to  using  tobacco,  and  drink  al- 
cohol. Tobacco  use  correlated  with  the  presence 
of  a positive  PPD  test,  and  increased  with  number 
of  years  spent  in  the  United  States.  Proficiency 
of  English  also  correlated  with  time  spent  in  the 
Lhiited  States,  and  also  the  greater  likelihood  of 
being  employed.  It  is  possible  that  these  factors 
are  determined  in  some  manner  by  the  family 
structure  of  the  Cambodian  family  and  its  assim- 
ilation into  western  culture.  Further  anthropo- 
logical and  sociological  analyses,  however,  would 
be  necessary  to  clarify  the  causative  factors. 
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The  rate  of  Bacille  (lalinette  (iuerin  (HCXi) 
vaccination  in  native  (]anil)odia,  and  in  our  sam- 
ple population,  is  unknown.  I'he  patients  with 
positive  skin  tests  were  referred  to  a speciali/.ed 
clinic  for  treatment  and  evaluation;  follow-up 
data  on  these  patients  is  not  available.  As  rec- 
ommended by  the  (Center  for  Disease  (Control''’ 
retesting  was  not  jjerformed  in  this  population 
if  the  initial  skin  test  was  negative.  The  persist- 
ently high  rate  of  positive  tuberculin  reactions 
nevertheless  suggests  that  surveillance  be  c(mtin- 
ued  in  this  poptilation. 

Patients  of  Southeast  Asian  origin  have  an  in- 
creased likelihood  of  positive  serology  for  Hep- 
atitis B.  Sexual  partners  and  children  of  these 
patients  should  be  screened,  and  if  negative,  of- 
fered immunotherapy.  Infants  born  of  Hepatitis 
B surface  antigen-positive  mothers  should  re- 
ceive prophylactic  Hepatitis  B immune  globulin 
in  the  immediate  neonatal  period. 

Intestinal  parasitism  continues  to  be  the  most 
common  health  problem  in  Southeast  Asian  ref- 
ugees. Though  we  were  able  to  obtain  an  initial 
specimen  for  examination,  there  was  poor  com- 
pliance in  obtaining  follow-up  stool  samples  and 
samples  from  family  members.  More  stool  ex- 
aminations may  be  required  to  detect  those  par- 
asites which  shed  cyclically,  such  as  G.  lamblia, 
taenia  sp.,  and  Entamoeba  histolytica.  The  fact 
that  the  rate  of  parasitic  infestation  did  not  de- 
crease with  the  number  of  years  in  the  United 
States  suggests  that  the  parasites  were  not  just 
carried  here  from  overseas,  but  may  continue  to 
be  transmitted  here  in  the  United  States.  As  rec- 
ommended by  the  Center  for  Disease  Control,'-^ 
teaching  of  hygienic  practices  will  be  necessary 
to  reduce  the  prevalence  of  parasitic  infections 
in  this  population. 

Hematologic  abnormalities  are  also  common 
to  this  group.  Although  the  causes  of  anemia 
were  not  determined,  others  have  shown  that  the 
majority  are  microcytic  in  nature,  and  that  thal- 
assemias and  hemoglobin  E trait'®  are  the  most 
common  causes  of  microcytic  anemia.  Craft  et 
found  that  hemoglobin  electrophoresis  and  sero- 
logic tests  for  iron  stores  were  able  to  establish 
the  etiology  of  anemia  in  71  per  cent  of  cases. 
Clucose-6-phosphate  dehydrogenase  deficiency 
is  also  prevalent  in  Southeast  Asia"  ‘®  and  should 
be  considered  as  a possible  etiologic  agent  of  ane- 
mia. The  high  rate  of  heritable  hematologic  dis- 
orders, however,  should  alert  the  provider  not 
to  initiate  an  empiric  trial  of  iron  therapy,  in  a 
Southeast  Asian  refugee  found  to  be  anemic. 

The  high  prevalence  of  positive  VDRL  testing 


for  syphilis  bears  comment.  A thorough  evalu- 
tion  of  venereal  disease  in  this  population  is  dif- 
ficult because  of  cultural  mores,  'fhough  it  is 
difficult  to  estimate  the  jjrevalence  of  rape,  mo- 
lestation, and  .sexual  abuse  of  children  during 
this  time  of  social  upheaval,  it  is  felt  to  be  sig- 
nificantly high.'^  Non-sexually  transmitted  dis- 
eases may  result  in  a positive  VDRL  and  F'EA- 
ABS.  Ehese  include  pinta,  caused  by  Treponema 
carateum;  endemic  syphilis,  caused  by  Erepo- 
nema  pallidum;  and  yaws,  caused  by  Treponema 
pertenue.  All  of  these  have  been  reported  in 
Southeast  Asia  and  cannot  be  differentiated  from 
veneral  syphilis  by  serologic  tests  alone. 

Conclusion 

Continued  awareness  of  the  specific  disease  prev- 
alences is  essential  in  the  care  of  the  Rhode  Island 
Cambodian  immigrant  population.  Our  sample 
population  has  lived  in  the  United  States  for  about 
three  years,  and  yet  their  disease  prevalences  have 
not  shown  any  significant  changes  from  the  dis- 
ease prevalences  amongst  Cambodian  refugees 
to  the  United  States  obtained  four  to  seven  years 
prior  to  this  study.  We  recommend,  therefore,  a 
continued  surveillance  and  vigilance  for  com- 
municable diseases  in  this  population. 
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Psychological  Screening  of  Cambodian 
Refugees  in  a Rl  Primary  Care  Clinic 


Robert  T.  P.  Chow,  MD 
Seba  Krumholtz,  MD 
Carol  Landau,  PhD 


Screening  tests  performed  on  a sample  of 
clinic  patients  of  Cambodian  origin,  dis- 
closed a very  high  rate  of  depression  (63 
per  cent)  and  anxiety  (56  per  cent),  some- 
what more  so  in  women  than  in  men. 


The  Hopkins  Symptom  Checklist-25  was  admin- 
istered to  27  Camlrodian  refugees  at  a commu- 
nity health  clinic  in  order  to  screen  for  psychiatric 
disorders.  Sixty-three  per  cent  of  patients  had 
positive  depression  scores  and  56  per  cent  had 
positive  anxiety  scores.  Women  were  significantly 
more  likely  to  be  depressed  than  men  and  were 
also  slightly  more  likely  to  suffer  from  anxiety. 
The  results  are  discussed  in  terms  of  previous 
research  on  refugees  as  well  as  gender  and  role 
differences. 

Approximately  800,000  refugees  from  South- 
east Asia  have  immigrated  to  the  United  States 
since  1975.'  The  circumstances  surrounding  this 
involuntary  migration,  the  difficult  conditions  in 
the  refugee  camps,  and  the  resettlement  process 
have  been  implicated  as  the  basis  for  the  pur- 
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portedly  high  incidence  of  mental  illness  in  this 
population.'^ 

Though  the  diagnosis  of  somatoform  disor- 
ders and  mootl  disorders  may  be  clouded  by  sub- 
stantial cultural  differences,'^  reliable  and  rapid 
clinical  screening  is  still  of  practical  import.  The 
recently  transplanted  refugee  patient  with  so- 
matic complaints  is  at  risk  for  a variety  of  infec- 
tious and  hematologic  diseases^'’  that  are  not 
commonly  seen  by  the  W'estern  practitioner.  In 
addition  to  an  examination  for  jihysical  illnesses, 
psychological  assessment  is  also  necessary  for  a 
comprehensive  evaluation. 

It  is  well  doctimented  that  many  patients  in 
outpatient  medical  settings  suffer  from  psychi- 
atric disorders.  Estimates  vary,  but  at  least  one 
quarter  of  all  patients  in  general  medical  practice 
carry  psychiatric  diagnoses.^  In  addition,  Mollica 
and  associates  point  out  that  Southeast  Asians  are 
often  unfamiliar  with  mental  health  practitioners 
and  would  therefore  be  even  more  likely  to  seek 
help  in  a medical  setting.^  Since  anxiety  and 
depression  are  the  most  prevalent  disorders 
found  in  general  medical  practice,  the  purpose 
of  this  study  was  to  screen  new  patients  in  an 
ambtilatory  primary  care  setting  in  an  attempt  to 
determine  the  prevalence  of  these  disorders  and 
then  to  identify  their  risk  factors.  Women  were 
of  particular  interest  in  this  study  given  their 
increased  susceptibility  to  depression." 

Methods 

This  study  was  conducted  at  the  Central  Health 
Center,  one  of  the  Providence  Ambulatory  Health 
Care  Foundation’s  non-profit  community-based 
health  clinics  that  serve  primarily  the  Southeast 
Asian  community  in  Providence.  The  large  ma- 
jority of  patients  are  of  Cambodian  descent,  and 
the  health  care  staff  are  assisted  by  bicultural 
workers.  A more  detailed  description  of  this 
Cambodian  population  is  reported  elsewhere.'" 

In  1986,  all  new  patients  seen  at  this  Center 
by  two  of  the  authors  (S.K.  and  R.C.)  were  given 
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the  Hopkins  Syinploin  Hhecklist-25  (I1S(;L-25) 
as  j)ail  ()l  theii  general  health  assessment.  I his 
is  a twenty-five  item  (|iiesti()imaii e (leveloj)ed  l)y 
Rickels,  and  translated  into  (lamhodian  by  Mol- 
lica  et  al.^  I’lie  scale  screens  foi'  both  anxiety  and 
dej)ressive  symjMoms  and  has  been  validated  on 
the  basis  ol  the  l)iagnostic  and  Statistical  Mannal- 
III  criteiia  with  a sensitivity  and  s|)ecificity  of 
0.88  and  0.7S  respectively,  lor  the  refugee  })0|)- 
ulation. 

New  adult  refugee  immigrants  and  new  ar- 
rivals to  the  state  were  brought  to  the  Health 
C.enter  for  health  screening  by  their  sj^onsors  or 
family  members.  Of  42  potential  resj)ondents,  27 
conijjleted  (|uestionnaires,  yielding  a return  rate 
of  64  per  cent,  'fhough  no  patient  reftised  to 
cooperate,  some  were  unable  to  comjslete  the 
(jtiestionnaire  themselves  because  they  were  un- 
able to  read  Cambodian.  When  translators  were 
unavailable  to  assist  in  the  completion  of  the  sur- 
vey, accompanying  friends  and  family  members 
helped. 

For  each  patient,  the  chief  complaints,  past 
medical  history,  demographic  information,  pro- 
ficiency of  English,  laboratory  results,  PPD  skin 
test  status,  and  physical  examination  results  were 
recorded.  The  Hopkins  Symptom  Checklist 
scores  were  divided  into  depression,  anxiety,  and 
total  scores  for  each  patient,  as  defined  by  Mollica 
and  associates.*^  Data  were  analyzed  utilizing  chi- 
square  or  correlation  coefficient  analysis. 

Results 

Of  those  who  completed  the  surveys,  52  per  cent 
were  female  and  48  per  cent  were  male.  The 
mean  age  was  42  years  with  a standard  deviation 
of  12.5  years,  and  66  percent  were  married.  Only 
12  per  cent  were  employed,  and  only  4 per  cent 
were  able  to  converse  in  English.  The  subjects 
had  resided  in  the  US  an  average  of  2.3  years 
with  a standard  deviation  of  1.8  years.  Sixty-three 
percent  of  the  patients  yielded  positive  depres- 
sion scores  and  of  those,  65  per  cent  were  women. 
Fifty-six  percent  of  the  patients  had  positive  anx- 
iety scores  and  73  per  cent  of  those  were  women. 

There  were  significantly  more  women  than 
men  with  symptoms  of  anxiety  (x"  = 6.24,  df=  1, 
p<0.01).  Similarly,  there  was  a trend  toward 
women  being  more  likely  to  have  symptoms  of 
depression  (x“  = 3.04,  df=  1,  p<0.08).  There  were 
no  statistically  significant  relationships  between 
depression  or  anxiety  and  marital  status  (x"'=  E07, 
df  = 3,  p = 0.78;  x‘^  = 4.83,  df  = 3,  p = 0. 1 8).  There 
was  no  relationship  between  the  identification  of 
a chief  complaint  and  symptoms  of  depression 


or  anxiety  (x‘‘^  = 0-56,  df=l,  ji  = j.46;  x‘^  = b.09, 
df  = I,  p = 0.76).  High  total  scores  on  the  HSCL- 
25  have  been  said  to  suggest  the  j^resence  of  emo- 
tional distress.  No  relationships  were  found  be- 
tween these  scores,  as  defined  by  Mollica  et  al, 
and  age  (r=.07),  proficiency  of  English  (x^  = 2.48, 
dl  = 2,  p = 0.20),  tobacco  use  (x^  = 0.82,  df  = l, 
p = 0.37)  alcohol  use  (x'  = 6.65,  df=  1,  j)  = 0.83), 
jnesence  of  a positive  Idd)  skin  test  (x'^  = 6-94, 
(11  = 1,  j)  = 0.33),  emjdoyment  (x^  = 2.53,  df=2, 
p = 0.28),  VDRE  reactivity  (x‘-^  = 0.64,  df=l, 
j)  = 0.42),  or  length  of  time  in  theUnited  States 
(r=.062). 

Discussion 

Mood  disorders  pose  an  important  health  prob- 
lem aiming  the  Cambodian  refugee  populati(jn. 
LIsing  the  Hopkins  Symptom  Checklist  as  a 
screening  instrument,  a {psychiatric  assessment, 
in  an  ambulatory  setting,  was  jperformed  (pn  a 
sanijple  (pf  Cambcpdian  refugees. 

The  high  {prevalence  of  btpth  anxiety  and 
de{pression  is  lupt  sutqprising  given  the  traumatic 
circumstances  (pf  the  Cambcpdian  migrati(pn  and 
the  resettlement  {prcpcess.  Once  in  the  United 
States,  iiKPst  of  the  refugees  must  then  struggle 
with  pcpverty,  unem{pkpyment,  language  differ- 
ences, and  cultural  assimilation. 

The  lack  of  a correlaticpn  between  such  a risk 
factor  as  em{pkpyment  and  depressitpn  may  be  due 
to  the  small  sain{ple  size  or  the  fact  that  only  12 
{per  cent  of  the  Cambtpdians  in  this  clinic  were 
em{ployed.  The  high  prevalence  of  de{pressive 
synqptoms  in  this  gixpup  parallels  that  observed 
in  two  inde{pendent  Vietnamese  populations.  Lin 
E.H-B.,  Ihle,  et  al-  found  an  overall  {positive 
de{pression  sctpre  of  52  per  cent  among  Vietnam- 
ese refugees,  of  using  a Vietnamese  Depression 
Scale.  No  differences  were  found  between  men 
and  women.  However,  Lin  K.M.,  Tazuma  et  o/,'* 
who  found  an  overall  rate  of  positive  de{pression 
scores  (pn  a Cornell  Medical  Index  of  53  per  cent 
identified  higher  rates  of  de{pressive  symptoms 
among  women  and  the  elderly. 

The  finding  that  depression  and  anxiety  were 
related  to  female  gender  is  noteworthy  given  the 
small  sample  size.  Westermeyer  et  investi- 
gated a Hmong  population  in  Minnesota  and 
found  a prevalence  of  60  per  cent  of  depressive 
sym{Pt(Pins.  Eurther  analysis  of  this  population  by 
Westermeyer  et  revealed  that  the  Hmong  men 
actually  had  a trend  toward  higher  depression 
scale  scores  soon  after  immigration,  while  the 
Hintpng  women  have  shown  gradual  depressive 
deterioration  with  time. 
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Westermeyer  et  al'^  postulated  that  the  migra- 
tion was  much  more  clifTicult  for  the  men,  ini- 
tially, because  of  their  loss  of  traditional  lead- 
ership positions.  However,  after  a period  of 
adjustment  in  the  US,  the  men  were  able  to  re- 
establish their  social  roles,  while  the  women,  in 
general,  gradually  became  more  aware  of  their 
limited  material,  linguistic,  and  social  progress. 
The  women  in  this  transformed  culture  also  car- 
ried the  burden  of  raising  their  non-conforming 
children.  Women  in  other  populations  have  also 
consistently  demonstrated  higher  depression 
scores  than  men.’  Specifically,  this  has  been  doc- 
umented in  a study  of  the  general  Korean  pop- 
ulation in  1978  and  among  Chinese- Japanese- 
Americans  in  Hawaii.'^  In  addition,  recent  data 
by  Weissman  et  al  suggest  that  women  who  are 
unhappily  married  have  a 25-fold  greater  risk  of 
depression.*®  Although  marital  dissatisfaction  was 
not  measured  in  this  study,  it  might  provide  a 
causal  link  between  gender  and  depression. 

The  high  prevalence  of  mood  disorders  in  the 
refugee  population  suggests  that  psychological 
screening  should  be  unclertaken  even  for  those 
patients  seeking  medical  care.  Psychological  as- 
sessment might  be  particularly  important  for  pa- 
tients with  complaints  that  are  not  easily  ex- 
plained on  a physical  basis.  Screening  can  be 
performed  effectively  and  at  low  cost  with  the 
Hopkins  Symptom  Checklist.  The  Cambodian 
female  refugees  represent  a particular  subset  of 
the  population  who  are  at  high  risk  for  psychi- 
atric disorders.  Treatment  programs  aimed  at 
the  Southeast  Asian  refugees  with  psychiatric 
problems  need  to  address  the  special  needs  of 
the  women  in  this  population.  Further  analyses 
are  necessary  to  determine  the  etiology  of  this 
gender  differentiation,  its  progression  in  time, 
and  optimal  treatment  regimens. 
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. . . In  conjunction  with  preventive  and 
therapeutic  interventions  special  efforts 
have  been  made  to  examine  the  epidemi- 
ologic trends  of  childhood  lead  toxicity 
among  these  SEA  children  in  Rhode  Is- 
land. 


During  the  past  twelve  years,  Rhode  Island  has 
become  the  home  for  more  than  12,000  South- 
east Asians  (SEA)  (Table  1).  The  majority  of  these 
SEA  refugees  have  settled  in  Providence,  pre- 
dominately in  areas  with  dilapidated  housing 
which  contain  deteriorating  walls  covered  with 
leaded  paint.  Rhode  Island’s  Childhood  Lead 
Poisoning  Control  Program  (CLPCP)  suspected 
that  SEA  children  were  therefore  at  higher  risk 
for  developing  lead  poisoning.  In  conjunction 
with  preventive  and  therapeutic  interventions, 
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special  efforts  have  therefore  been  made  to  ex- 
amine the  epidemiologic  trends  of  childhood  lead 
toxicity  among  these  SEA  children  in  Rhode  Is- 
land. 

In  1984,  a pilot  study  was  undertaken  to  de- 
termine whether  SEA  children  were  at  greater 
risk  than  non-SEA  children  for  lead  poisoning. 
The  statewide  positive  rate  for  all  children 
screened  in  1984  was  three  per  cent.  The  positive 
rate  for  high-risk  areas  (eleven  census  tracts  which 
constitute  four  Providence  neighborhoods  in- 
cluding Elmwood,  South  Providence,  West  End 
and  Smith  Hill,  Mt.  Pleasant)  had  historically  been 
between  9-12  per  cent.  Results  of  this  initial  study 
indicated  that  there  was  a higher  positivity  rate 
among  SEA  children  residing  in  high-risk  areas 
(15.6  per  cent)  when  compared  to  non-SEA  chil- 
dren (mostly  black  and  hispanic)  living  in  the 
same  high-risk  areas  (13.3  per  cent).  Both  rates 
were  higher  than  previously  determined  high- 
risk  neighborhood  rates  and  were  dramatically 
higher  than  the  statewide  positivity  rate.  Within 
the  SEA  group  the  Hmong  population  appeared 
to  be  at  significantly  greater  risk  than  the  Laotian 
or  Cambodian  populations.  The  positivity  rate  of 
the  Hmong  children  (28.4  per  cent)  was  twice  as 
high  when  compared  to  the  Laotian  rate  (14.1 
per  cent)  or  the  Cambodian  rate  (14.2  per  cent). 

In  1987,  federal  funds  were  made  available  to 
the  Rhode  Island  CLPCP  through  the  New  Eng- 
land Consortium  of  Childhood  Lead  Poisoning 
Programs  to  repeat  the  1984  investigation.  This 
report  will  further  examine  the  epidemiology  of 
childhood  lead  toxicity  amongst  Rhode  Island 
SEA  children  by  summarizing  the  results  of  the 
second  analysis  (1987-88),  comparing  them  to  the 
initial  analysis  (1984),  and  documenting  any  ep- 
idemiologic changes  that  may  have  occurred. 

Background 

Rhode  Island’s  CLPCP  has  coordinated  statewide 
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Table  1.  Estimates  of  Southeast  Asian  Population 
in  Rhode  Island,  1984*  and  1988 


Ethnic  Group 

1984 

1988 

Cambodian 

3,300 

6,400 

Hmong 

1,800 

2,100 

Laotian 

1,000 

3,000 

Totalf 

6,100 

1 1 ,500 

* Rhode  Island  Medical  Journal,  67:313-317,  1984. 
t Figures  do  not  include  Vietnamese  population,  estimated  to 
be  about  500. 


lead  screening,  treatment  and  follow-up  activities 
since  1977.  T he  program  has  established  a net- 
work of  approximately  100  statewide  public 
agencies  and  individual  providers  in  order  to 
screen  children  (ages  nine  months  to  six  years) 
for  lead  poisoning. 

In  addition  to  the  lead  screening  which  is  now 
a part  of  routine  pediatric  primary  care  rendered 
by  these  agencies,  the  Rhode  Island  CLPCP  also 
conducts  a summer  door-to-door  screening  pro- 
gram in  the  state’s  highest-risk  neighborhoods. 
Bilingual  outreach  workers  indigenous  to  the 
canvassed  neighborhoods  are  employed  to  carry 
out  the  screening.  This  assists  the  CLPCP  in  pen- 
etrating high-risk  communities  and  in  screening 
those  individuals  who  may  not  have  received  any 
primary  health  care  services  (many  of  whom  are 
SEA)  and  therefore  have  not  been  screened.  Since 
the  Rhode  Island  CLPCP  is  able  to  screen  the 
majority  of  children  (nine  months  to  six  years) 
in  the  high-risk  neighborhoods,  its  data  base  more 
accurately  reflects  the  status  of  childhood  lead 
poisoning  in  hard-to-reach  populations. 

Methods 

All  screening  tests  (usually  fmgerstick  samples) 
are  sent  to  the  State  of  Rhode  Island  Laboratory 
where  they  are  logged,  analyzed,  and  entered 
into  the  laboratory’s  computer  data  base  for  lead. 
Lead  levels  are  determined  by  the  atomic  ab- 
sorption spectrophotometry  (AAS)  procedure 
and  levels  at  or  above  EP  (using  a hematofluo- 
rometer)  greater  than  35  and  a blood  lead  greater 
than  25  are  considered  to  be  positive.  The  de- 
mographic data  do  not  include  ethnicity  because 
of  incomplete  information  occasionally  supplied 
by  providers  on  the  submitted  laboratory  slip. 

The  laboratory  slips  are  then  sent  to  the  CLPCP 
where  program  staff  review,  classify,  and  take 
action  on  each  slip  according  to  program  policies 
and  procedures. 

Twelve  months  of  SEA  screening  results  were 
abstracted.  Since  results  by  SEA  ethnicity  could 


not  be  generated  directly  by  the  comjjuter,  an 
alternative  methodology,  using  a name  classifi- 
cation system  was  employed.  Data  were  grouped 
by  SEA  ethnicity  according  to  surname.  Individ- 
ual lists  of  children  with  Hmong,  Laotian,  and 
Cambodian  surnames  screened  Ijetween  July  1, 
198b  and  June  30,  1987,  were  manually  identi- 
fied f rom  monthly  computer  printouts.  Vietnam- 
ese data  were  not  used  because  the  state’s  Viet- 
name.se  pojiulation  is  small  (500  in  total)  and 
disjiersed  throughout  the  state.  Data  using  other 
Asian  surnames  were  also  excluded  since  these 
individuals  tend  to  live  in  better  neighborhoods 
which  are  at  less  risk  for  lead  contamination. 

We  define  penetration  rate  of  a particular  pop- 
ulation as  the  number  in  that  population  screened 
divided  by  the  total  pojjulation,  times  one- 
hundred.  In  order  to  determine  this  rate  for  lead 
screening  and  the  incidence  of  lead  poisoning 
within  the  SEA  community,  base  SEA  population 
data  were  needed,  specifically,  the  number  of 
SEA  children  between  one  and  six  years  of  age 
living  in  high-risk  areas.  In  order  to  extrapolate 
the  actual  number  of  high-risk  SEA  children  ages 
one  to  six  years,  1980  census  tract  data  were  used. 
Because  the  census  only  categorizes  racial  infor- 
mation into  white,  black  and  “other”  and  groups 
ages  into  five  year  cohorts  (under  five,  five-nine, 
etc.)  the  use  of  this  data  was  limited.  In  order 
then  to  use  these  data,  the  following  methodol- 
ogies were  developed  and  applied:  Data  for  the 
“under  five”  population  in  the  four  high-risk 
Providence  neighborhoods  where  almost  all  the 
SEAs  live,  were  totaled  according  to  the  above 
racial  categories,  (black,  white,  other)  and  were 
used  as  an  estimate  of  the  children  ages  one  to 
six.  In  order  to  estimate  the  number  of  SEA  chil- 
dren ages  one  to  six,  it  was  assumed  that  for  these 
census  tracts,  the  “other”  category  consisted  to- 
tally of  Hmong,  Cambodian  and  Laotians. 
Therefore  the  estimated  “other”  cohort  was  used 
as  the  total  estimated  number  of  high-risk  SEAs 
ages  one  to  six.  This  number  was  then  subtracted 
from  the  total  estimated  cohort  to  provide  an 
estimate  of  the  total  number  of  high-risk  non- 
SEA  children  ages  one  to  six. 

Total  SEA  population  estimates  were  simul- 
taneously obtained  from  each  specific  Asian  Mu- 
tual Assistance  Association  (MAA)  (Table  1). 
These  were  compared  with  similar  estimates  ob- 
tained from  the  State  Office  of  Refugee  Reset- 
tlement. From  the  estimates  received,  population 
ratios  of  the  specific  SEA  ethnic  groups  were 
calculated  (ie,  estimated  number  of  Hmong  di- 
vided by  the  estimated  total  number  of  Hmong, 
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Table  2.  Screening  Volume  and  Yield  for  Lead  Poisoning  Southeast  Asian  Children,  Ages  1-6  Years 


Rhode  Island,  October,  1983  to  September,  1984 

Estimated 

No. 

No. 

% 

Incidence 

Penetration 

Ethnicity 

Population 

Screened 

Positive 

Positive 

[%] 

Rate  [%] 

Cambodian 

535 

106 

15 

14.2 

2.8 

19.8 

Hmong 

350 

95 

27 

28.4 

7.7 

27.1 

Laotian 

215 

71 

10 

14.1 

4.7 

33.0 

Total,  Oct.,  1983- 

1,100 

326 

51 

15.6 

4.6 

29.6 

Sept,  1984 

Rhode  Island,  July,  1987  to  June, 

1988 

Cambodian 

605 

440 

46 

10.5 

7.6 

72.7 

Hmong 

200 

123 

32 

26.0 

16.0 

61.5 

Laotian 

285 

245 

17 

6.9 

6.0 

86.0 

Total,  July,  1987- 

1,090 

808 

95 

11.8 

8.7 

74.1 

June,  1988 

DEFINITIONS  OF  TERMS  USED: 

% Positive  = No.  Positive/No.  Screened  x 100 
Incidence  = No.  Positive/Estimated  Population  x 100 
Penetration  Rate  = No.  Screened/Estimated  Population  x 100 


Laotians  and  Cambodians).  Having  assumed  that 
the  birth  rates  within  these  communities  were 
equal,  the  population  ratios  (18  percent  Hmong, 
26  per  cent  Laotian,  and  56  per  cent  Cambodian) 
were  then  applied  to  the  estimated  total  number 
of  SEA  children  ages  one  to  six  years  (Table  2). 

In  order  to  ensure  that  these  estimates  were 
reasonably  accurate,  they  were  compared  with 
estimates  obtained  by  other  means.  These  alter- 
nate methods  included  a review  of  birth  records 
by  Asian  surnames  as  well  as  a survey  of  school 
enrollment  data.  The  birth  record  extraction 
method  produced  an  estimate  of  1 ,330  SEA  chil- 
dren ages  one-six,  and  the  school  enrollment  data 
produced  an  estimate  of  1,120.  Thus,  the  census 
data  estimate  of  1,090  SEA  children  ages  one  to 
six  appears  to  be  in  the  same  range. 

Results 

In  1987  there  were  about  12,000  SEAs  residing 
in  Rhode  Island,  of  which  2,100  were  Hmong, 
3,000  were  Laotians,  and  6,400  were  Cambodi- 
ans (Table  1).  (There  were  an  additional  500  Vi- 
etnamese who  were  excluded  from  this  study.) 
Of  these,  1,090  (9.5  per  cent)  are  children  be- 
tween the  ages  of  one  and  six  (Table  2).  Of  the 
1 ,090  SEA  children  in  this  age  group,  all  of  whom 
were  assumed  to  be  at  risk  for  lead  poisoning, 
approximately  74  per  cent  were  screened  during 
1987-88,  with  11.8  per  cent  showing  abnormal 
screening  results. 

As  illustrated  in  Table  2 (and  documented  as 
well,  in  the  initial  study),  Hmong  children  showed 
the  highest  rate  of  abnormal  screening  results 


with  a positivity  rate  of  26.0  per  cent.  This  is  twice 
the  rates  of  the  Laotian  and  Cambodian  child- 
hood populations,  where  the  positivity  rates  are 
6.9  per  cent  and  1 0.5  per  cent  respectively  (Table 
2).  As  expected,  the  incidence  rates  within  these 
communities  follow  the  same  pattern  as  the  pos- 
itivity rates,  except  that  they  are  lower.  These 
rates  indicate  that  of  the  total  number  of  Hmong, 
Laotian  and  Cambodian  children  (ages  one  to 
six)  living  in  high-risk  areas  16.0  per  cent,  6.0 
per  cent  and  7.6  per  cent  respectively  had  ab- 
normal lead  screening  results.  Table  2 also  illus- 
trates ethnic-specific  penetration  rates.  The 
Hmong  population  is  the  least  penetrated  (61.5 
per  cent)  whereas  the  Laotian  population  is  the 
most  penetrated  (86.0  per  cent).  Although  one 
would  interpret  this  to  mean  that  screening  ef- 
forts are  somehow  unequally  distributed,  it  is 
more  likely  that  these  data  are  reflective  of  the 
Hmong  community’s  resistance  to  screening  and 
to  western  medical  care  practices  in  general.  Ad- 
ditionally, these  results  seem  to  indicate  that  the 
penetration  rate  is  inversely  proportional  to  the 
positivity  rate,  ie,  the  greater  the  penetration  rate, 
the  lower  the  positivity  rate.  Again,  this  could 
reflect  selective  differences  in  cultural  accept- 
ance, attitudes  and  understanding  of  the  specific 
health  care  problems. 

Table  2 also  illustrates  results  from  the  pre- 
vious study  (1984)  for  comparison.  As  docu- 
mented in  the  initial  study,  the  Hmong  children 
still  have  the  highest  positivity  rate.  Unlike  the 
initial  study,  Cambodian  children  now'  have  a 
higher  rate  as  compared  to  Laotian  children.  The 
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Table  3.  Screening  Volume  and  Yield  for  Lead  Poisoning — Rhode  Island  Children,  Ages  1-6  Years 
by  High  or  Low  Risk  Residence,  1987 


Estimated 

No. 

No. 

% 

Incidence 

Penetration 

Residence 

Population 

Screened 

Positive 

Positive 

[%] 

Rate  [%] 

High-Risk,  SEA* 

1,090 

808 

95 

11,8 

8.7 

74.1 

High  Risk,  Non-SEA 

3,505 

2,394 

94 

3.9 

2.7 

68.3 

High-Risk,  Total 

4,595 

3,202 

189 

5.9 

4.1 

69.7 

Low-Risk 

51,097 

14,253 

238 

1.7 

0.5 

27.9 

Total 

55,692 

17,455 

427 

2.4 

0.8 

31.3 

See  Table  2 for  Definition  of  Terms. 
* SEA  = Southeast  Asian 


positivity  rates  of  all  three  groups  have  fallen, 
although  the  decrease  in  the  Hmong  rate  is  min- 
imal (from  28.4  per  cent  to  26.5  per  cent).  In- 
terestingly, the  incidence  rates  do  not  follow  the 
same  pattern  as  the  positivity  rates  over  time.  In 
all  cases  the  incidence  rates  have  increased  be- 
tween 1984  and  1988,  more  than  doubling  for 
the  Hmong  and  Cambodian  populations  and  in- 
creasing by  a third  for  the  Laotian  population. 

Finally,  by  reviewing  Table  2,  it  can  be  noted 
that  the  penetration  rates  have  greatly  increased 
over  the  past  four  years.  Two-and-a-half  times 
as  many  SEA  children  were  screened  in  1987-88 
as  compared  to  1984.  More  specifically,  the 
Hmong,  Laotian,  and  Cambodian  penetration 
rates  have  increased  from  27. 1 per  cent,  33.0  per 
cent  and  19.8  per  cent  to  61.5  per  cent,  86.0 
percent  and  72.7  per  cent  respectively.  Overall 
the  penetration  for  the  SEA  high  risk  children 
has  increased  from  29.6  per  cent  to  74. 1 per  cent. 
This  reflects  the  CLPCP’s  efforts  to  screen  ade- 
quately the  high-risk  communities  in  Rhode  Is- 
land. 

In  order  to  determine  the  risk  factors  of  lead 
poisoning  in  Rhode  Island’s  SEA  population,  it 
is  important  to  compare  SEA  and  non-SEA  pos- 
itivity rates  from  the  same  neighborhoods  (Table 
3).  Non-SEAs  living  in  high-risk  census  tracts  have 
a 3.9  per  cent  yield  of  positive  screenings,  which 
is  one-third  of  that  seen  amongst  SEAs  (1 1.8  per 
cent)  in  the  same  neighborhoods,  a much  greater 
differential  than  existed  in  1984.  In  1984,  the 
non-SEA  positive  rate  was  13.3  per  cent  and  the 
SEA  positive  rate  for  individuals  living  in  the 
same  areas  was  15.6  per  cent.  Although  both  pos- 
itivity rates  have  decreased,  the  positivity  rate 
among  non-SEA  high-risk  children  decreased 
me  re  and  now  more  closely  approaches  the  1 987- 
88  statewide  positivity  rate  of  2.4  per  cent.  It  is 
also  important  to  note  that  the  penetration  rate 
in  the  non-SEA  high-risk  population  is  68  per 


cent.  Eherefore,  this  differential  cannot  be  ex- 
plained by  assuming  that  the  positixity  rate  is 
lower  in  the  non-SEA  population  because  of  les.ser 
screening.  I hese  results  supjiort  the  view  that 
SEA  children  are  at  unusually  high  risk  for  ab- 
normal lead  screening  results  even  when  com- 
pared to  other  children  living  in  the  same  de- 
teriorated housing. 

Discussion 

Researchers  have  hypothesized  that  SEA  chil- 
dren are  at  greater  risk  for  lead  poisoning  than 
other  children.'  Explanations  for  this  include  the 
poor  housing  in  which  the  majority  of  SEA  ref- 
ugees reside,  the  high  density  of  lead-contami- 
nated soil  and  leaded  gas  fumes  emitted  within 
these  high-risk  neighborhoods,  the  use  of  lead- 
glazed  pottery,  and  the  use  of  folk  remedies  which 
may  be  laden  with  lead. 

This  study  has  investigated  the  epidemiology 
of  childhood  lead  poisoning  in  Rhode  Island’s 
SEA  child  population.  The  results,  which  are 
consistent  with  previous  observations,  indicate 
that  the  risk  of  developing  lead  poisoning  is 
greater  for  SEAs  than  for  non-SEAs  even  when 
controlling  for  neighborhoods  of  residence.  Thus, 
it  appears  that  there  may  be  some  forms  of  ex- 
posure to  lead  which  are  unique  to  the  SEA  pop- 
ulation. Numerous  investigators  have  stated  that 
folk  remedies  are  a major  source  of  exposure  to 
lead.  However,  no  cases  in  Rhode  Island  have 
been  attributed  to  the  use  of  folk  remedies.  Pres- 
ently, when  the  Rhode  Island  CLPCP  investi- 
gates a SEA  case,  the  family  is  questioned  about 
the  use  of  medications  and  pottery.  SEAs  may 
be  afraid  to  reveal  the  use  of  such  medicines.  An 
investigation  of  the  use  of  folk  remedies  in  Rhode 
Island’s  SEA  population  is  therefore  warranted. 
Such  an  investigation  will  require  a great  deal  of 
sensitivity  and  creativity  if  accurate  information 
is  to  be  obtained. 
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Clultural  beliefs  and  attitudes  need  to  be  con- 
sidered. Our  community  education  and  outreach 
ef  forts  may  be  more  ef  f ective  with  high-risk  non- 
SEAs.  Considering  that  tliere  was  a 9.4  j)er  cent 
decrease  in  the  positivity  rate  of  the  non-SEA 
high-risk  population  over  the  past  four  years  one 
may  assume  that  the  implemented  strategies  may 
have  succeeded  in  increasing  the  public  aware- 
ness of  lead  poisoning  and  its  preventive  meas- 
ures in  the  non-SEA  population.  Such  educa- 
tional strategies  do  not  appear  to  be  as  successf  ul 
with  the  SEA  population,  in  particular  the 
Hmong,  where  the  penetration  rate  is  lowest. 
Lhipublished  Rhode  Island  data  also  indicate  that 
the  Elmong  have  the  latest  entry  rate  into  pre- 
natal care  systems  among  the  SEA  ethnic  groups. 

More  research  is  needed  in  order  to  identify 
the  unique  characteristics  of  the  SEAs  which  place 
them  at  unusually  high  risk  for  lead  poisoning. 
Innovative  strategies  need  to  be  developed  which 
will  bridge  cultural  differences  and  diminish  the 
rate  at  which  lead  poisoning  affects  this  popu- 
lation. 
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Enhances  compliance 
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Patients  appreciate  Axid,  300  mg, 

in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Ell  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID^*^ 

nizatidine  capsules 
Briel  Summary 

Conauti  the  package  inarature  lor  compleie  information 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Indicatlont  and  Usage  Axid  is  indicated  lor  up  to  eight  weeks  tor  the  treatment  of 
active  duodenal  ulcer  In  most  patients  the  ulcer  will  heal  within  lour  weeks 

And  IS  indicated  lor  maintenance  therapy  lor  duodenal  ulcer  patients  at  a reduced 
dosage  oM  50  mg  h s after  heaimg  of  an  active  duodena)  ulcer  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  known 
Contraindication  And  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
H^receptor  antagonists 
PracauUofts  Genera/  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanfy  by  the  kidney,  dosage  should  be 
reduced  in  patents  with  moderate  to  severe  renal  insutficiency 

3 PharmacokinetKStudiesnpabentswithhepatorenalsyndromehavenotbeen 
done  Part  otthe  dose  of  nizatidine  IS  metabolized  in  the  liver  In  patents  with  normal 
renal  tuncton  and  uncomplicated  hepatc  dysfuncton,  the  disposition  of  nizatdme 
IS  similar  to  that  in  nonnal  subiects 

Uborstory  Tests  - false-positve  tests  lor  urobilinogen  with  Muftstix*  may 
occur  dunng  therapy  with  nizatdme 

Drug  Interactions  - No  interactions  have  been  observed  between  And  and 
theopf^line.  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin  and  warfarin  Axid 
docs  not  inhibit  the  cytochrome  P-450-linked  drug-metabofizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibiton  of  hepatc  metabolism  are  not 
expected  to  occur  In  patents  given  very  high  doses  (3,900  mgi  of  aspinn  daily, 
■ B.lMmi 


Omgb  id , was 


increases  in  serum  salicylate  levels  were  seen  when  nizatdme. 
administered  concurrei 
Caranogenesis,  Mutagenesis.  Impairment  of  fertility  -k  two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  tmes  the 
recommended  daily  Iherapeirtc  dose)  showed  no  evidWice  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntc  mucosa  In  a tvro-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compart  with  placebo  Female 
mice  given  the  high  dose  of  Axjd  (2,000  mg/kg/day,  about  330  tmes  the  human 


dose)  showed  marginally  statstcally  signrlioant  increases  m hepatc  carcinoma 
and  hepatc  nodularhyperplasia  with  no  numerical  increase  seen  m any  of  the  other 
dose  groups  The  rate  of  h^atc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncaJ  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevatons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  vnth  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potentiaJ  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutabon  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  terblity  study  m rats,  doses  of 
mzabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  tn  rats  at  doses  up  to  300  bmes  the  human  dose  and  m Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  terblity  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  bmes  the  human  dose,  beated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  \^ite  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enla/gemeni  coarctation  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^  it  produced  ventncular 
anom^,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  n one 
fetus  There  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  knovm  whether  nizabdme  can  cause  fe&l  harm  virhen  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacr^  Nizabdme  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  jusb^  the  potential  nsk  to  the 
fetus 


proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  admins- 
tenng  mzabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderty  Patients  - Ulcer  healing  rates  in  eldeily  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  a(ie  groups  Age  akme  may 
not  be  an  important  factor  in  the  disposibon  of  mzabdine  tloerty  paberrts  may  have 
reduced  renal  funcbon 

Adverse  Reachont:  Clinical  tnals  of  nizabdme  included  almost  5,(XX)  pabents 
given  mzabdine  in  studies  of  varying  durabons  Domesbc  placebo-controlled  tnals 
included  over  1 .900  pabents  given  mzabdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placetxxorrtrolled  tnals.  sweabng  (1  % vs 
0 2%).  urbcana  (0.5%  vs  < 0 01  %).  ana  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizabdme  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdme 

Hepatic  - Hepatocellular  mju^.  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 


possibly  or  probably  related  to  nizabdme  tn  some  cases,  there  was  marked 
elevabon  of  SGOT,  S(jPT  en^es  (greater  than  5(KI  lU/l)  and.  m a single  instance. 
SGPT  was  greater  than  2.00(J  lU/L  im  overall  rate  of  occurrences  of  elevated  liver 


enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
signibcanby  differ  from  the  rate  of  Irver  enzyme  abnormalibes  in  placebo-treated 
p^ents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  ~ In  cimical  pharmacology  sbidies.  ^rt  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  urrtreated  subiects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  acbvi^  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
mrombocytopenic  purpura  have  been  reported 
Integumentai  - Sweabng  and  urbcana  were  reported  signrficantfy  more  fre- 
quenby  in  nizabdme-  bian  in  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensimity  - As  wibi  obier  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdme  have  been  reported  Because  cross-sen- 
sibvity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individiials  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  h^rsensibviTy  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassociatea  with  gout  or  nephrolibuasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizabdme  administrabon  have  been 
reported 


Ovirdosaga:  Overdoses  of  Axid  have  been  reported  rarely  The  followmg  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  litbe  cimical  experience  vnbi  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdme  have  exhibited 
cholinergic -type  effects,  including  lacnmabon.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lebial  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  30l 
m^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  mformabon  about  bie  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Ptiysiaans'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulOple  drug  over- 
doses. irrteracbon  among  drugs,  and  unusual  drug  kinebcs  m your  pkienl 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monrtonng  and  supportive  bierapy  Renal  dialysis  (or 
lour  to  SIX  hours  increased  plasma  clearance 
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Advances  in  the  Diagnosis  and  Treatment 
of  Bladder  Cancer 

Barry  S.  Stein,  MD 


Flexible  cystoscopy  and  DNA  analysis  of 
urinary  tract  cytology  specimens  have 
combined  to  increase  both  comfort  for  the 
patient  and  detection  rates  of  early  dis- 
ease. 


There  have  been  a number  of  significant  ad- 
vances that  have  taken  place  in  the  diagnosis  and 
treatment  of  bladder  cancer  over  the  last  several 
years. 

Diagnosis 

The  cornerstones  of  diagnosing  urothelial  cancer 
have  been  based  on  the  use  of  intravenous  pye- 
lography, cystoscopy  and  urine  cytology  in  the 
evaluation  of  patients  with  hematuria.  Major  ad- 
vances have  improved  both  cystoscopy  and  ex- 
foliative urothelial  cytology. 

Flexible  Cystoscopy:  Although  flexible  broncho- 
scopes and  colonoscopes  have  been  available  for 
many  years,  it  is  only  recently  that  flexible  in- 
struments have  been  used  regularly  for  cystos- 
copy.' In  fact  in  our  initial  experience  with  this 
technique  in  1984,  we  needed  to  adapt  broncho- 
scopes for  this  purpose  using  water  as  an  irri- 
gation medium.  The  obvious  advantage  of  flex- 
ibility is  in  patient  comfort,  because  now  the 
cystoscope  will  bend  to  conform  to  the  urethra, 
rather  than  vice  versa.  Using  these  instruments, 
greater  than  99  per  cent  of  cystoscopies  can  be 
performed  comfortably  in  the  office  under  local 
anesthesia.  In  addition  to  comfort,  however,  we 
also  have  a better  view  of  the  entire  bladder  due 


Barry  S.  Stein,  MD,  is  Professor  and  Chairman  of  the 
Department  of  Urology  at  Brown  University  and  Sur- 
geon-in-Chief  of  Urology  at  Rhode  Island  Hospital, 
Providence,  Rhode  Island. 


to  both  the  flexibility  of  the  instrument  and  its 
wider  angle  lens.  An  excellent  view  of  the  entire 
bladder  including  the  internal  urethral  meatus 
is  thus  possible.  Using  rigid  instruments,  three 
lenses  are  required  to  obtain  a similar  range  of 
visibility. 

DNA  Analysis  of  Urinary  Cytology:  Standard  cytol- 
ogy of  the  urine  has  inherent  limitations  in  de- 
tecting low  grade  tumors  in  the  bladder.  The 
reason  for  this  is  that  the  individual  cells  of  a 
Grade  I transitional  cell  carcinoma  are  so  close 
in  appearance  to  normal  cells,  that  they  are  not 
perceived  as  abnormal.  In  fact  Dr  Gilbert  Frie- 
dell,  cytopathologist  to  the  National  Bladder 
Cancer  Collaborative  Group  has  concluded,  based 
on  extensive  data,  that  a positive  cytology,  in  face 
of  a Grade  I tumor  means  that  a higher  grade 
lesion  has  been  missed!-  In  Grade  II  tumors,  de- 
tection rates  of  approximately  50  per  cent  by 
cytologic  means  are  the  rule. 

DNA  analysis,  which  can  be  performed  by  two 
varying  methods,  can  greatly  increase  these  de- 
tection rates.  The  more  popular  method  at  this 
time  is  flow  cytometric  analysis.^  Cells  from  uri- 
nary sediment  are  stained  with  a fluorescent  ma- 
terial, usually  acridine  orange,  which  binds  with 
nucleic  acid  and  hence  localizes  in  the  cell  nu- 
cleus. The  cells  are  then  passed  through  an  argon 
laser  beam,  which  will  cause  the  nuclei  to  flu- 
oresce. The  more  DNA  present,  the  greater  the 
amount  of  fluorescence  (measured  as  “time  of 
flight,”  ie,  the  length  of  time  the  nucleus  remains 
fluorescent  in  the  laser  beam).  In  this  system 
10,000  cells  are  measured  blindly  with  the  amount 
of  DNA  present  categorized  as  normal  comple- 
ment (G0,G1),  increasing  DNA  (S),  double  DNA 
(G2M)  or  aneuploidy  (abnormally  increased 
amounts)  (Fig  1).  In  some  patients,  such  as  those 
with  chronic  cystitis,  multinucleated  inflamma- 
tory cells  can  create  false  positive  readings.  Mi- 
crospectrophotometry can  also  measure  DNA 
content.^  In  this  system,  urinary  sediment  is 
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Fig  1A.  Normal  flow  cytrometric  pattern,  with  fewer 
than  1 0 per  cent  of  ceils  having  doubie  DNA  content 
(arrow). 


FUiorescerrce  2 


slaiiied  with  aciidiiie  orange  oi  i^ropidiuni  io- 
dide, and  placed  nndei  an  epifluoi escent  micro- 
scope (Fig  2).  Fluorescence  can  then  be  measured 
using  a ])hoiomnltij)lier  lube  on  cells  selected  by 
the  j)hysician,  lather  tlian  on  10,0()()  cells  in  a 
blinded  fashion.  'Fhns,  false  positive  readings  clue 
to  chronic  inflammatory  disease  may  he  de- 
creased. In  our  initial  series  using  this  technicjue, 
all  (hade  1 and  II  tumors  were  found  to  fje  ab- 
nonnal,  wliile  false  j^ositives  were  encountered 
only  in  jjatients  with  chronic  cystitis. 

File  prognosis  of  jiatients  witli  transitional  cell 
carcinoma  of  the  bladder  has  generally  lieen  de- 
termined by  the  standard  histopathologic  criteria 
of  grade  and  stage.  It  is  possilile  to  retrieve  par- 
affin emliedded,  fixed  tissue,  extract  the  nuclei 
and  examine  them  for  DNA  analysis  by  one  of 
the  two  jirocedures  described  above.  More  com- 
monly flow  cytometry  has  been  employed.  It  has 
lieen  shown  that  such  measurements  may  prove 
as  useful  as  grading  or  staging  in  determining 
the  possibility  of  future  recurrence  or  invasion. 
Thus,  flow  cytometry  may  become  a routine  ad- 
junct to  the  histopathologic  readings  for  these 
neoplasms. 


Fig  1 B.  Flow  cytometric  pattern  of  urinary  sediment 
from  a patient  with  recurrent  Grade  I transitional 
cell  carcinoma.  The  pattern  shows  more  than  20 
per  cent  of  ceils  having  double  DNA  content  (ar- 
row). 


t 
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Treatment 

Superficial  Transitional  Cell  Carcinoma : Trans- 
urethral resection  of  superf  icial  tumors  has  been 
the  mainstay  of  treatment  for  more  than  forty 
years.  Problems  with  this  technique  include:  the 
need  for  hos])italization,  general  anesthesia, 
catheter  drainage,  possilile  bleeding  or  perfo- 
ration, and  need  for  larger  endoscopic  instru- 
ments. The  Nd:YAG  laser  represents  a signifi- 
cant alternative  to  trans-urethral  resection  for 
bladder  tumors.'^  The  laser  is  transmitted  via  a 
0.4  mm  quartz  fiber,  which  can  be  passed  through 
smaller  instruments,  even  the  flexible  cystoscope 
discussed  earlier  (Fig  3).  This  allows  us  to  reach 
areas  of  the  bladder,  which  cannot  be  treated 
easily  with  the  rigid  resectoscope  (Fig  4).  Only 
mild  warmth  is  perceived  by  the  patient,  so  that 
no  anesthesia  is  required.  Since  the  laser  does 
not  touch  the  tumor,  no  bleeding  occurs  (Fig  5). 
We  have  not  hesitated  to  perform  this  procedure 
in  fully  anti-coagulated  patients.  Since  there  is 
no  bleeding,  no  post-operative  catheter  is  re- 
quired. Patients  so  treated  leave  the  of  fice  fifteen 
minutes  after  treatment,  and  resume  their  nor- 
mal activities  immediately.  The  savings  in  the  cost 
of  hospitalization  and  anesthesia  are  a further 
benefit.  There  are  two  disadvantages,  however. 
The  first  is  that  specialized  training  is  required, 
with  attendance  at  a laser  course  and  hands-on 
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Fig  2.  Urinary  sediment  stained  with  propidium  io- 
dide as  seen  under  a microspectrophotometer. 
Larger  nucleus  (arrow)  is  from  a malignant  cell, 
while  smaller  nuclei  (arrowheads)  are  normal  in  size. 


Fig  3.  Flexible  cystoscopy  with  0.4  mm  quartz  laser 
fiber  (arrow)  in  working  channel. 


experience  in  order  to  master  this  new  technol- 
ogy with  safety.  Secondly,  although  we  biopsy 
after  laser  treatment,  only  the  tumor  grade  is 
easily  determined  while  staging  is  more  difficult 
to  assess.  In  patients  with  recurrent  low-grade, 
low-stage  lesions,  however,  especially  when  cou- 
pled with  DNA  analysis,  this  does  not  represent 
a significant  problem. 

Intravesical  BCG:  Patients  with  frequent  recur- 
rence of  superficial  bladder  tumors  are  not  at 
great  risk  of  dying  of  their  disease;  however,  the 
morbidity  of  treatments  every  three  months 
(often  resections)  for  recurrences  can  become  a 
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Fig  4.  Flexible  cystoscopy  with  laser  can  reach  areas 
inaccessible  to  standard  resection  instruments. 


Fig  5.  Appearance  of  bladder  tumor  after  laser  ir- 
radiation. 


problem.  Intravesical  chemotherapy  has  been 
used  for  more  than  20  years  with  Thio-tepa  being 
the  “gold  standard.”  However,  Thio-tepa  pro- 
duces cure  rates  in  only  apjiroximately  one-third 
of  patients.  The  best  second-line  agent  now  ap- 
pers  to  be  BCG,  an  attenuated  product  of  My- 
cobacterium tuberculosis.  In  addition,  for  those 
patients  with  carcinoma-in-situ  of  the  bladder 
with  or  without  superficial  tumors,  BC(i  is  the 
intravesical  therapy  of  choice  sparing  these  pa- 
tients from  the  need  for  radical  cystectomy.'’ 
Comjjlications  from  earlier  series  included  sys- 
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teniic  tul)crc  iil()sis  recjuii  ing  triple  drug  tlierapy. 
With  more  experience,  we  lu^w  use  lower  in- 
travesical (loses  and  no  longer  use  dermal  scar- 
ilication  in  addition  to  the  intravesical  instilla- 
tion. Weekly  instillations  are  administered  lor  ()- 
8 weeks.  The  major  side  effect  of  this  regimen 
is  niinaiy  fVe(]nency.  Resj)onse  rates  have  re- 
mained high  (50-75  per  cent  complete  response) 
while  complications  have  decreased. 

Invasive  Disease:  For  jjatienls  with  invasive  blad- 
der cancer,  radical  cysto-prostatecUnny  in  the 
male  and  anterior  exenteration  in  the  female  re- 
main the  most  effective  treatments.  Intravesical 
agents,  laser  therapy  or  radiation  therapy  are  not 
appropriate  for  surgical  candidates  hut  are  re- 
served for  patients  who  are  pejor  surgical  risks. 
Urologists,  historically,  have  been  slow  to  rec- 
ommend this  treatment  because  of  its  tw’o  maj(tr 
morbidities:  impotence  in  the  male  and  the  need 
for  a urinary  stoma  and  bag  in  both  sexes.  Recent 
surgical  advances  have  had  a major  impact  in  this 
area.  Nerve-sparing  radical  prostatectomy  was 
first  described  in  1983  by  Walsh  and  Associates, 
and  the  principles  were  then  extended  to  radical 
cystectomy.’-®  As  many  as  50-75  per  cent  of  pa- 
tients will  remain  fully  potent  after  such  a (dis- 
section. 


The  Providence  Pouch,  a locally  designed 
variation  of  a surgically  constructed  neo- 
hladder,  is  described. 


New  concepts  in  neo-bladders,  the  so-called 
continent  diversions,  have  spawned  a large  num- 
ber of  new  surgical  procedures.^  All  current  tech- 
niques use  detubnlarized  small  or  large  intestine 
(to  decrease  contractions)  coupled  with  an  in- 
continence mechanism,  and  all  are  now  named 
for  the  part  of  the  world  where  they  were  first 
described.  We  are  working  on  the  “Providence 
Pouch,”  which  uses  the  entire  right  colon  and 
distal  15  cm  of  ileum  to  form  the  neo-bladder 
with  attachment  to  the  native  urethra  or  vagina 
to  produce  the  most  natural  result  after  cystec- 
tomy (Fig  6).  Our  first  patient,  a 42  year  old  man 
was  fully  potent  one  month  post-operatively,  and 
totally  continent.  We  have  performed  three  such 
pouches  with  success.  These  newer  techniques 
may  lead  to  a better  acceptance  of  cystectomy. 

Metastatic  Disease:  Metastatic  transitional  cell  car- 
cinoma was  once  almost  universally  fatal,  with 
chemotherapy  successful  in  less  than  25  per  cent 


Fig  6A.  Segment  of  right  colon  and  distal  ileum 
used  for  continent  diversion. 


Fig  6B.  Providence  Pouch  created  and  brought  to 
native  male  urethra. 
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Fig  6C.  Providence  Pouch  brought  to  vaginal  vault 
in  area  of  urethrectomy  in  the  female. 


of  patients  and  with  4-6  month  responses  com- 
mon. Memorial  Sloan-Kettering  Hospital  in  New 
York  first  reported  on  the  use  of  a combination 
chemotherapy  using  methotrexate-vinhlastine- 
adriamycin  and  cisplatinum  (termed  M-V^AC)."’ 
For  the  first  time,  complete  responses  of  50  per 
cent  and  partial  responses  of  an  additional  21 
per  cent  were  being  reported,  both  with  longer 
response  times.  Other  centers  have  now  docu- 
mented these  results,  and  current  studies  are  in 
progress  in  an  attempt  to  obtain  the  ideal  com- 
bination for  greatest  response  with  the  least  side 
effects.  These  treatments  are  also  now  being 
tested  in  a neo-adjuvant  or  “up  front”  setting, 
giving  the  drugs  for  two  to  four  courses  prior  to 
radical  cystectomy  for  high-stage  tumors. 
Whether  cure  rates  are  increased  remains  to  be 
seen,  but  an  exciting  new  frontier  has  been 
opened. 

Summary 

There  have  been  major  advances  in  the  diagnosis 
and  treatment  of  bladder  cancer  in  the  last  sev- 
eral years.  Flexible  cystoscopy  and  DNA  analysis 


have  combined  to  increase  both  comfort  for  the 
jiatient  and  detection  rates  of  early  disease.  4 he 
laser  has  become  an  established  alternative  to 
transurethral  resection  of  superficial  tumors, 
providing  identical  cure  rates,  but  with  more 
comfort  and  less  expense.  Intravesical  installa- 
tion of  BC(i  has  become  not  only  an  alternative 
treatment  for  recurrent  superficial  bladder  can- 
cer, but  the  first  line  of  treatment  for  diffuse 
carcinoma  in  situ  of  the  bladder  which  previously 
had  been  best  treated  with  radical  cystectomy. 
Fhere  are  now  numerous  alternatives  to  the  ileal 
conduit,  when  radical  cystectomy  is  the  preferred 
treatment.  Herein  we  describe  the  “Providence 
Pouch,”  our  own  variation  on  the  theme.  Lastly, 
metastatic  disease,  once  universally  fatal,  is  now 
responding  to  a new  combination  of  chemother- 
apy agents  based  on  a combination  of  cisplatinum 
and  methotrexate. 
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Highlights  from  the  Rhode  Island  Medical  Society’s 
177th  Annual  Dinner  Dance 
Blithevvold  (iardens,  Bristol,  RI 
May  19,  1989 


(Lto  R)  Boyd  P.  King,  MD  (RIMS  Immediate  Past  Pres- 
ident), Mrs  Joanne  King,  Mrs  Terri  Coustan,  Donald  R. 
Coustan,  MD  (RIMS  President),  William  S.  Hotchkiss 
(Past  President,  AMA). 


(L  to  R)  Boyd  P.  King,  MD  (Immediate  Past  President), 
Congressman  Ronald  Machtley. 


Donald  R.  Coustan,  MD 
President,  Rhode  Island  Medical  Society 


Richard  A.  Carleton,  MD,  Winner  of  RIMS’  1988  Caleb 
Fiske  Prize  for  his  series  on  the  Pawtucket  Heart  Health 
Program. 


294 


Rhode  Island  Medical  Journal 


COMMITTEE  REPORTS 


The  following  reports  of  committee  activities 
during  1988-1989  were  submitted  for  the  con- 
sideration of  the  House  of  Delegates  at  its  May 
19,  1989  annual  meeting: 

Impaired  Physician  Committee 

During  the  calendar  year  1988,  the  Impaired 
Physicians  Committee  opened  1 5 new  cases.  Eight 
of  these  cases  have  since  been  closed.  In  total, 
the  Committee  is  following  25  cases  as  of  April 
25,  1989.  Nineteen  individuals  are  currently  par- 
ticipating in  the  Committee’s  random  urine 
screening  program.  The  current  caseload  in- 
cludes one  dentist  and  one  podiatrist  among  the 
25  individuals. 

The  Committee  functions  in  conjunction  with 
the  Rhode  Island  Dental  Association  and  the 
Rhode  Island  Osteopathic  Society,  which  are  rep- 
resented on  the  Committee.  Since  its  inception 
in  1978,  the  Committee  has  confronted  a total 
of  125  physicians  and  dentists,  as  well  as  three 
medical  students  and  one  podiatrist. 

The  Committee,  composed  of  21  members, 
meets  on  the  first  Tuesday  morning  of  each 
month. 

Herbert  Rakatansky,  Ml) 

• • • 

Joint  Medical/Legal  Committee 

After  literally  years  of  investigation,  research  and 
analysis,  this  little-known  group  of  physicians  and 
lawyers  produced  the  newly-printed  Interprofes- 
sional Code  of  Cooperation,  which  was  distrib- 
uted to  all  such  professionals  recently.  The  Code 
was  officially  presented  at  a dinner  meeting  at 
the  Turks  Head  Club,  honoring  former  medical 
society  president.  Dr  Melvin  Hoffman. 

To  implement  the  Code,  the  Committee  is  now 
assembling  a six-person  mediation  committee. 

Also  in  progress  is  a plan  to  present  an  annual 
conference  in  the  Fall  of  each  year. 

There  was  an  extensive  discussion  as  to  the 
legal  effects  of  AIDS  focusing  upon  legislation 
relating  health  care  facilities. 

Ira  L.  Schreiber 

• • • 
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Mediation  Committee 

During  the  calendar  year  1988,  the  Mediation 
Committee  received  39  complaints  against  phy- 
sicians, of  these,  35  were  closed  in  1988;  three 
were  closed  this  year.  One  remains  open. 

As  of  April  6,  the  Committee  had  received  six 
cases  in  the  calendar  year  1989;  three  of  these 
have  been  closed,  and  three  remain  open. 

Banice  M.  Webber,  MI) 

• • • 

Occupational  Medicine  Committee 

The  members  feel  strongly  that  the  major  pur- 
pose of  the  committee  is  to  discuss  and  comment 
on  new  bills  that  may  affect  Occupational  Med- 
icine and  the  Environment.  Their  deliberations 
can  be  used  to  formulate  a position  representing 
the  Medical  Society.  A working  liaison  with  So- 
ciety administrative  j^ersonnel  needs  to  be  de- 
veloped to  accomplish  this  goal. 

Several  members  have  been  concerned  with 
the  effect  of  coal  and  trash-burning  plants  in 
Rhode  Island  on  air  quality,  and,  as  individuals, 
have  publicly  commented  on  their  concerns. 

Michael  A.  Passero,  MD 

• • • 

Peer  Review  Committee  on  Physicians 
Competence 

During  the  calendar  year  1988,  the  Competency 
Committee  received  eight  cases;  two  of  these  re- 
main open  as  of  April  25,  1989.  The  Committee 
performed  three  on-site  visits,  which  included 
office  evaluations,  as  jjart  of  its  response  to  these 
referrals. 

Three  referrals  have  been  received  during  the 
calendar  year  1989.  All  of  these  remain  open. 
The  Committee  will  be  seeking  to  broaden  gen- 
eral awareness  in  its  mission,  particularly  among 
resident  physicians  and  other  groups  who  can  be 
expected  to  provide  good  referrals. 

William  M.  Colaiace,  MD 

• • • 
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Perinatal  Committee 

Our  sole  t unction  over  the  past  six-seven  years 
has  been  to  run  an  annual  seminar  entitled  “Cau  - 
rent  Ca)ncepls  in  Fetal  & Neonatal  Care.”  This 
has  been  a very  successful  educational  program 
and  we  have  had  an  annual  turnout  of  between 
175-200  people  at  this  meeting.  I his  is  held  an- 
nually during  the  last  week  of  May  atid  1 have 
taken  the  liberty  of  enclosing  the  l)rochure  for 
our  ujKoming  meeting  this  year. 

Lorand  R.  Brown,  MD 

• • • 

Publications  Committee 

The  major  concern  of  the  Publications  Commit- 
tee has  been  the  publication  of  the  Rhode  Island 
Medical  Journal.  Major  changes  that  have  oc- 
curred during  the  past  year  have  been  the  res- 
ignation of  Dr  Goldowsky  as  Editor  and  his  ap- 
pointment as  Editor  Emeritus.  Dr  Stanley 
Aronson  within  the  last  month  has  been  ap- 
proved unanimously  by  the  Publications  Com- 
mittee and  ratified  by  the  appropriate  governing 


The  following  actions  were  taken  by  the 
House  of  Delegates  at  its  Annual  Meeting 
held  on  May  19,  1989: 

(a)  Elected  officers  and  committee  members  for 
1989/1990  as  recommended  by  the  Nominating 
Committee. 

(b)  Approved  a bylaw  change  recommenda- 
tion of  the  Council  which  would  abolish  the  Li- 
aison Committee. 

(c)  Approved  passage  of  a resolution  pre- 
sented by  Dr.  Charles  Shoemaker,  Jr.  which  reads 
“RESOL\’ED,  that  the  American  Medical  Asso- 
ciation adopt  the  ethical  principle  that  prior  to 
providing  services  in  the  elective  setting,  physi- 
cians should  discuss  with  their  patients  the  phy- 
sician’s role  and  billing  policy.” 

(d)  Approved  passage  of  a resolution  present- 
ing the  Charles  L.  Hill  Award  for  1989  to  Seebert 
J.  Goldowsky,  MD. 


bodies  of  the  Medical  Society  to  be  the  new  Editor 
in  Chief  of  the  Rhode  Island  Medical  Journal. 

Ehe  committee  has  discussed  a mission  state- 
ment in  an  attemj^t  to  delineate  clearly  the  role, 
goals,  and  f uture  of  the  Journal  in  the  coming 
years.  I his  statement  appeared  in  the  June  issue 
of  the  Journal.  In  addition  to  that,  extensive 
changes  are  in  the  process  of  being  made  in  the 
editorial  board  in  an  attempt  to  broaden  and 
enlarge  upon  its  expertise  and  involvement.  At- 
tempts are  continually  being  made  to  expand  the 
advertising  base  of  the  Journal. 

Edward  Eeller,  MD 

• • • 


SUITE 

FOR  LEASE  OR 
SALE 

Garden  City  Medical  Center, 
1150  Reservoir  Avenue,  Unit  205, 
Cranston,  Rl 

Parking,  Major  Bus  Route, 
Remainder  of  Building  Fully 
Occupied 

For  Information  Call 

821-1612 
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Ixs\€myNeighborhc)od 


There’s  a lot  to  love  about  the  new  Winchester  Wood  apartments.  You’ll  cherish  the  privacy  of 
a two  or  four  unit  building.  You’ll  be  captivated  by  the  design  of  the  interior,  with  atrium  doors, 
European  cabinetry  a whirlpool,  contemporary  appliances,  and  cathedral  ceilings.  And  you’ll 
adore  the  spacious  patio  and  convenient  garage  * A 

parking.  In  short,  if  your  heart’s  desire  is  gra-  AXA/OnH 

cious  apartment  living  minutes  from  downtown  ▼ V 11  U^l  It/^  Lt^l  V V UvJLl 
Providence,  you’ll  love  Winchester  Wood.  New  Rental  Apartments  • 401-438-3990 


Directions:  From  Providence  take  1-195  East  to  Exit  4,  Riverside.  Follow  Veterans  Parkway  for  three  miles  to  Pawtucket  Avenue.  Drive  one-quarter  mile. 
Turn  left  on  Village  Green  South.  Follow  the  signs  to  Winchester  Wood.  Model  Flours:  10  AM  - 6 PM  weekdays;  10  AM  - 4 PM  weekends;  or  by  appointment. 

A development  of  The  Koffler  Corporation.^ 
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New 
Office 
Condominiums 


QDia.„ 

MO 


oiDia 


1637  MINERAL  SPRING  AVENUE 
NORTH  PROVIDENCE,  RHODE  ISLAND 


20%  DOWN 
8%  FIXED 
THREE  YEARS 


1^  O ^ CONTACT;  CINDY  MORSE 

(401)  273-8500 


property  COMPAN- 
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If  you  haven’t  had 
a mammogram, 

^ yotllfeedmore 
/than  your  breasts 
examined. 


A mammogram  is  a 
safe,  low-dose  X-ray  that 
can  detect  breast  cancer 
before  there’s  a lump.  In 
other  words,  it  could  save 
your  life  and  your  breast. 

If  you’re  a woman 
over  35,  be  sure  to  schedule 
a mammogram.  Unless 
you’re  stiU  not  convinced 
of  its  importance. 

In  which  case,  you 
may  need  more  than  your 
breasts  examined. 


I . 

J ; 
. !• 

f r 
% \ 
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Find  the  time. 
Have  a mammogram. 


AMERICAN 


V CANCER 
f SOaETY* 


Give  younelf  the  chance  of  a lifetime. 
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Special  Pricing 
or  the 

^^^^Medical 

Profession 


HAS  YOUR^^PAGING  COMPANY 
SOLD  YOU  MORE  THAN  YOU  NEED? 


If  your  paging  company  didn’t  take  the  time  to 
analyze  your  needs,  you  may  be  paying  too  much 
or  getting  too  little. 

At  MetroNet,  we  believe  in  giving  you  a 
system  that  fits.  So  we  start  by  analyzing 
your  needs  - thoroughly.  Before  we  recom- 
mend a paging  system,  we  learn  all  we  can 
about  your  business  - including  who  leaves 
messages  and  how  you  handle  them. 

Next,  we  custom-tailor  a system  to  meet 
those  needs.  We  assign  a MetroNet  team 
to  your  project.  Before  you  ever  receive 
the  first  bill,  they’ll  call  to  check  on  how 
your  system  is  working.  They’ll  visit  your 
location,  brief  your  staff,  and  handle  your 
inquiries -before,  during,  and  long  after 
the  sale. 

And  the  systems  themselves?  They’re 


based  on  today’s  technology  - not  yesterday’s  - with  a 
product  range  that  includes  ultra-high-frequency  900 
MHz  pagers  with  a signal  superior  to  anything  else 
out  there. 

With  technology  like  this,  most  requests  for 
customer  service  are  handled  with  a simple 
phone  call.  But  when  service  is  required, 
MetroNet  will  respond  in  two  hours  or  less. 

If  your  paging  company  hasn’t  been  giving 
you  exactly  what  you  need,  move  up  to 
MetroNet.  Call  today:  1-800-443-4032 
MetroNet. 

Or  you  'll  never  know  what  you  're  missing. 


"The 

Business  Lifesaver’ 


•J^chxMct 

RADIO  PACING  AND 
m m MESSAGE  SERVICES 

280  Kinsley  Avenue,  Providence,  RI 029013 


We  feature  State-of-the-art  and  easy-to-use  pagers  from  Motorola. 
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THE  RHODE  ISLAND  MEDICAL  JOURNAL  HERITAGE 


FIFTY  YEARS  AGO  (August,  1939) 

The  lead  article  by  R.O.  Bowman,  MI)  is  entitled 
“Blood  Chemical  Changes  in  Nephritis.”  The  au- 
thor suggests  the  following  for  treatment:  “1. 
Fluids  should  be  forced.  If  edema  is  present  so- 
dium salts  should  be  avoided.  Sodium  and  chlo- 
ride should  be  given  only  to  replace  deficiencies 
due  to  vomiting  and  diarrhea.  Isotonic  dextrose 
will  supply  fluid  for  excretion.  2.  Transfusions 
or  intravenous  acacia  solution  will  decrease  edema 
and  withdraw  fluid  from  the  tissues.  3.  Where 
dyspnea  results  from  the  acidosis,  sodium  bicar- 
bonate or  lactate  will  help  relieve  it.  4.  Feeding 
iron  improves  the  anemia.  5.  Adequate  protein 
should  be  fed  to  prevent  further  destruction  of 
serum  proteins,  and  to  prevent  acid  production 
by  burning  of  body  protein.  The  increased  urea 
formation  is  not  a contraindication.” 

The  August,  1939,  editorial  notes  the  follow- 
ing: “During  the  past  two  years  convulsive  treat- 
ment with  Metrazol  has  been  used  in  psychiatric 
disorders  with  sufficient  success  to  warrant  con- 
tinuation of  the  practice.  At  Butler  Hospital  in 
Providence  17  patients  underwent  this  treatment 
between  November  18,  1938  and  February  6, 
1939.  Eight  of  these  patients  subsequently  com- 
plained of  pain  in  the  back,  and  on  roentgen- 
ological examination  were  found  to  have  sus- 
tained compression  fractures  of  the  bodies  of  one 
or  more  of  the  dorsal  vertebrae.”  The  editorial 
continues,  “It  has  often  happened  that  discov- 
eries have  been  made  by  independent  observers, 
sometimes  in  far  separate  countries,  so  nearly 
synchronously  that  it  has  been  impossible  to  de- 
cide who  made  the  discovery.  But  priority  in 
making  this  valuable  discovery  should  be  re- 
tained by  the  staff  of  Butler  Hospital.  They  made 


the  first  observation  on  December  15,  1938.  They 
reported  it  before  society  meetings  on  February 
13  and  16,  1939.  Their  paper  was  submitted  for 
publication  before  any  other.” 

The  August,  1939,  issue  of  the  Journal  also 
carries  the  minutes  of  the  128th  Annual  Session 
of  the  Medical  Society.  The  Secretary,  G.W.  Wells, 
MD  states:  “I  regret  to  report  that  eighteen  of 
our  members  have  died  and  three  others  have 
resigned.  Seventeen  new  members  have  been 
added,  making  a total  of  486.”  The  Committee 
on  Education,  chaired  by  J.  P.  Eddy,  3rd.,  MD, 
in  describing  the  efforts  of  the  Society  to  provide 
Sunday  afternoon  lectures  for  the  general  public 
notes,  “These  formal  lectures  at  the  Medical  Li- 
brary dre"'  only  a moderate  attendance.  They 
have  been  falling  off  slightly  for  the  past  year  or 
two  possibly  due  to  the  increased  interest  which 
is  taken  in  the  radio.”  The  report  further  notes, 
“In  addition  to  the  formal  lectures  your  Com- 
mittee this  year  returned  the  Rhode  Island  Med- 
ical Society  to  the  air.  Through  the  courtesy  of 
Station  WPRO  we  were  given  fifteen  minutes 
every  Sunday  afternoon.  . . . These  radio  lec- 
tures have  apparently  commanded  a large  au- 
dience as  we  have  received  over  five  hundred 
requests  for  copies  of  these  talks  from  as  many 
remote  places  as  California,  Louisiana,  Maine, 
and  Florida.  . . .” 


TWENTY-FIVE  YEARS  AGO 
(August,  1964) 

S.  Freedman,  MD,  and  C.  Settipane,  MD,  in  the 
lead  article  entitled,  “The  Scratch  and  the  In- 
tradermal  Tests  in  Childhood  Allergy,”  a study 
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of  65  children  with  asthma,  hayfever  or  both, 
and  with  clinical  evidence  of  ragweed  sensitiza- 
tion. The  authors  summarize  their  findings;  “The 
purpose  was  to  determine  whether  the  scratch 
method  of  skin  testing  is  sufficient  and  adequate 
in  a routine  evaluation  of  a group  of  children  all 
of  whom  had  ragweed  hayfever  or  asthma,  or 
both;  and  also  how  important  and  how  often  the 
intradermal  test  is  necessary.  Of  the  65  children 
tested  by  the  scratch  technique,  60  gave  positive 
immediate  reactions  to  ragweed  pollen,  making 
intradermal  testing  unnecessary.  Of  the  five  pa- 
tients whose  scratch  tests  were  negative,  three 
gave  small  positive  reactions  when  tested  intra- 
dermally  and  two  did  not  react  even  to  intra- 
dermal testing.” 

An  article  by  M.  Kerzner,  MD,  and  W.  Red- 
mon,  MD,  on  neurotrichinosis  notes  the  grave 
prognosis  of  the  disseminated  form  of  this  par- 
asitic disorder  (a  40  per  cent  mortality  rate).  They 
observe,  “The  remarkable  correlation  between 
neurological  and  myocardial  involvement  is  a dis- 
tinct aid  in  the  diagnosis  of  this  disease  which 
wears  many  masques.  Early  initiation  of  steroid 
therapy  may  prove  beneficial  in  the  treatment  of 
neurotrichinosis.” 

The  August,  1964,  issue  of  the  Journal  carries 
a report  of  the  actions  of  the  House  of  Delegates 
of  the  American  Medical  Association,  June  21- 
25,  1964,  as  reported  by  A.  E.  Hardy,  MD,  and 
E.  T.  Hackman,  MD,  delegates  of  the  Rhode  Is- 
land Medical  Society.  The  Report  covers  Elec- 
tions and  Awards,  Tobacco  and  Health  (“The 
House  approved  a strong  stand  on  tobacco  and 
health  by  calling  cigarette  smoking  ‘a  serious 
health  hazard.’  ”),  Human  Rights  (“The  House 
declared  itself ‘unalterably  opposed  to  the  denial 
of  membership,  privileges  and  responsibilities  in 
county  medical  societies  and  state  medical  asso- 
ciations to  any  duly  licensed  physician  because  of 
race,  color,  religion,  ethnic  affiliation,  or  national 
origin.’  ”),  Physician-Hospital  Relations  (“.  . . the 
report  stresses  the  imperative  need  for  the  med- 
ical profession  to  assume  responsibility  for  the 
quality,  continuity,  and  availability  of  profes- 
sional services  and  for  the  coordination  of  these 
services  with  the  other  essential  supportive  as- 
pects of  health  care.”).  Continuing  Medical  Ed- 
ucation, Cost  of  Medical  Care  (“The  Commission 
is  aware  that  its  efforts  will  not  result  in  a magic 
reduction  in  the  price  of  medical  and  hospital 
services.  It  does  believe,  however,  that  its  study 
has  produced  a considerable  amount  of  new  and 
relevant  information  which  will  serve  as  a basis 
for  better  understanding  by  the  public  and  the 


medical  profession  of  this  complex  subject.”),  and 
Miscellaneous  Actions  (“Okayed  a national  con- 
ference on  areawide  planning  of  hospitals  and 
related  health  facilities,  to  be  sponsored  under 
the  auspices  of  the  AMA”). 

This  issue  of  the  Journal  publishes  the  text  of 
legislation  passed  during  the  January,  1964,  Ses- 
sion of  the  Rhode  Island  General  Assembly,  per- 
taining to  the  ^‘mandatory  reporting  of  injuries  in- 
flicted by  other  than  accidental  means  upon  children 
under  the  age  of  eighteen  years,”  its  purpose  “.  . . to 
protect  children  whose  health  and  welfare  may  be  ad- 
versely affected  through  the  infliction,  by  other  than 
accidental  means,  of  physical  mjmy  requiring  the  at- 
tention of  a physician.  ...” 


Dermatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou. 

Because  the  care  and  treatment  of  patients  is  so  imponant  to  \ ou, 
it's  imponant  to  us.  That's  why,  at  Dermatopath  Lab,  we  ttssure 
you  of  high  qualirs;  reliable  slide  processing  and  inteipreuttion 
of  all  your  dermatology’  specimens. 

Slides  are  prepared  by  ASCP  Registered  Technicians  and  inter- 
preted by  a Board  Cenified  Dermatologist/Dermatopathologist. 

Among  the  sen'ices  we  provide  are:  Slide  Processing,  H&E 
(Gross  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Smins,  Cytology  and  Immunopero.xidase.  All 
available  at  affordable  costs!  For  added  con\  enience,  FREE  POST- 
AGE (both  ways ),  along  with  supplies  ( materials,  vials  and  reports ) 
are  pro\’ided  for  you. 

'Xlien  it  comes  time  for  payment,  computerized  billing  reports, 
prepared  monthly,  make  your  bookkeeping  records  easy  to 
process. 

Ready  to  har  e your  dermatology  specimen  recjuirements  an- 
swered by  professionals  as  concerned  about  patient  care  as  you 
are?  Call  today.  Toll  Free  1 ( 800 ) 323-5748,  or  (401 ) 

421-"’870  Monday- Friday,  8:30am-4:30pm. 

Or  write:  Dermatopath  Lab,  PO  Box  6810, 

Providence,  RI 02940.  Dr.  Yvonne  Hines,  M.D., 
Dermatologist/Dermatopathologist. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area; 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waternnan  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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VASOTEC 


(ENALAPRILMALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (Enalapril  Maleale,  MSD)  is  conlraindicaled  in  palienis  who  are  hypersensitive  Ip  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue  glottis,  and/or  larynx  has  been  reported  in 
palienlsIrealedwilhACE  inhibitors,  including  VASOTEC  lnsuchcases,VASOTECshouldbepromptlydisconlinuedandlhe 
patient  carefully  observed  until  Ihe  swelling  disappears  In  instances  where  swelling  hasbeen  confined  loihe  lace  and  lips, 
the  condition  has  generally  resolved  without  trealmenl  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  Involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g  , subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  I 
Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduclion  in  blood  pressure,  especially  with  Ihe  liisl  dose,  but 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  tollowed,  caution  should  be  observed  when  initialing  therapy  (See  D(JSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azolemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  Ihe  lollowing  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  II  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patienisT  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  inilialing  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiusimenis  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  Ihe  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  couiri  result  in  a myocardial  infarction  or  cerebrovascular  accident 
II  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  supine  position  and,  il  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  nol  a contraindication  to  turlher  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dilliculty  once  Ihe  blood  pressure  has  stabilized  II  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropenialAgranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  m patients  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapril  are  insutticieni  to  show  that  enalapril 
does  nol  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renat  Function  As  a consequence  ol  inhibiting  Ihe  renin-angiolensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldoslerone  system,  Irealment  with  ACE 
inhibitors,  including  VAS(JTE(T,  may  be  associated  with  oliguria  and/or  progressive  azolemia  and  rarely  with  acute  renal 
(allure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the  lirsi 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  Include  assessment  ot  renal 
function,  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients.  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  for  discontinuation 

Risk  factors  (or  the  development  ot  hyperkalemia  include  renal  insufficiency  diabetes  mellitus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-conlaining  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions.) 

SurgerylAnesIhesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  tirsl  dose  ol  enalapril 
Patients  should  be  so  advised  and  lold  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  face,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness  especially  during  the  lust  lew  days  ol  therapy  II 
actual  syncope  occurs,  the  patients  should  be  tolri  lo  discontinue  the  drug  until  they  have  consulted  with  Ihe  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  (all  in  blood 

pressure  because  ot  reduction  in  fluid  volume  (Tther  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a tall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  Ihe  physician 

Hyperkalemia  Patients  should  be  lold  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  lold  lo  report  promptly  any  indication  ot  intection  (e  g , sore  throat,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  ihlormalion  is 
intended  lo  aid  in  the  sate  and  effective  use  ot  this  medication  (i  is  nol  a disclosure  ol  all  possible  adverse  or  intended 
ettecis 

Drug  Inleiactions. 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ot  therapy  with 
enalapril.  The  possibility  ot  hypotensive  ettecis  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatmenl  with  enalapril  It  il  is  necessary  lo  continue  Ihe  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hoursand  until  blood  pressure  has  stabilized  (or  al  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  effect  ol  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signilicani  increases  in  serum  potassium  Therefore,  il  concomilanl  use  ot  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monilor- 
in^^d  Mfum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

iithium  A lew  cases  ot  lithium  loxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  nol  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  trequently 

Pregnancy- Category  C:  There  was  no  telotoxicity  or  leralogenicity  In  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits.  However,  maternal  and  telal  loxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplemenlallon  prevented  Ihe  maternal  and  telaf  toxicity  seen  al  doses  ot  3 and  10  mg/kg/day.  but  not  al 
30  mg/kg/day  (50  limes  Ihe  maximum  human  dose) 


Radioactivity  was  found  to  cross  Ihe  placenta  following  administration  ol  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  Ihe  risk  ot  telal  loxicity  with  ihe  use  ol  ACE  inhibitors  has  nol  been  clearly 
delined,  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benetil  luslities  Ihe 
potential  risk  to  Ihe  tetus 

Posimarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  Ihe  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  (irsi  trimesler  ot  pregnancy  has  nol  been  reported  lo  altect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  telal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  pertusion  in  Ihe  newborn  Oligohydramnios  in  Ihe  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunclion  in  Ihe  letus  Tntanls  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  tor  hypoten- 
sion, oliguria,  and  hyperkalemia  II  oliguria  occurs,  altenlion  should  be  directed  toward  support  ot  blood  pressure  and 
renal  periusion  with  (he  administration  ot  fluids  and  pressorsas  appropriate  Problems  associated  with  prematurity  such 
as  pafeni  duclus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it  is  nol  clear  whether 
they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  ol  i<C  enalapril  maleate  II  is  nol 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  ettecliveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

HYPERTENSION  The  most  (requeni  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1  4%),  nausea  (1  4%),  rash  (1 4%),  cough  (1 3%).  orthostatic  ettecis  (t  2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequeni  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%).  hypotension  (6  7%),  orlhoslatic  effects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (T8%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orlhoslalic  hypo- 
tension (1  6%),  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1  3%).  vomiting  (1 3%).  bronchifis  (1 3%).  dyspnea 
(1 3%),  urinary  trad  inleclion  (1  3%).  osh  (1  3%).  and  myocardial  inlarclion  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  intarclion, 
rhythm  disturbances,  atrial  tibrillalion,  palpitation 

Digestive  Ileus,  pancrealilis.  hepatitis  or  cholestatic  jaundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dystunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  intection 
Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  pholosensilivily 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  lasle  alteration,  linnilus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  maniteslalions  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  Ihe  (ace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireat- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patienls,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypolehsion  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Flypolension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  disconlinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0 3 g % 
and  1 u vol  %.  respectively)  occur  trequently  in  either  hypertension  or  heart  lailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  Ihrombocytopenia,  and  bone 
marrow  depression  have  neen  reported 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symplomalic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS ) II  Ihe  patient  s blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  aodilional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  to  AO  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  the  anlihyperlensive  elfect  may  dimmish  toward  Ihe  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diurefic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplement^  potassium  salt  substitutes,  or  polassium-spar- 
ing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  RrecauTionS) 

Dosage  Adiusiment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  (or 
patients  wifh  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  ml7min  (serum  creatinine  33  mg/dL),  Ihe  lirsI  dose  is  2 5 mg  once  daily  The  dosage  may  be 
lilraled  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASOTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
(or  al  teas!  two  hours  and  until  blood  pressure  has  stabilized  tor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) II  possible.  Ihe  dose  ot  Ihe  diuretic  should  be  reduced,  which  may  dimmish  Ihe  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  litralion  with  Ihe  drug,  lollowing  elfeclive  management  ol  the  hypotension  The  usual  Iherapeutic  dosing  range  lor 
the  trealmenl  ot  heart  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  bul  nearly  all  patients  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ettecis ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjuslmenl  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  al  2 5 nm 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARninGS,  and  PRE/ 
GaUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  al  Ihe  time  ol  dosage  adjustment  there  is  nol  MSD 

excessive  hypotension  or  signilicani  deterioration  ol  renal  (unction  The  maximum  daily  dose  is  40  mg  
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EDITORIAL 


Willie  Sutton’s  Rule 


Some  years  ago  when  the  notorious  Willie  Sut- 
ton was  brought  to  the  penitentiary  for  the  fourth 
and  last  time,  he  was  asked  by  an  enterprising 
newspaper  reporter,  “Why  do  you  rob  banks?” 
His  reply,  now  immortal,  was:  “Because  that’s 
where  the  money  is.” 

For  centuries,  practicing  physicians  have  in- 
tuitively observed  Sutton’s  basic  rule  as  they  dis- 
till their  accumulating  clinical  experience  into  a 
personal  set  of  operating  rules.  In  a world  where 
abundant  diagnostic  tests  are  available  but  where 
time  and  resources  are  quite  limited,  they  ask, 
“Which  test  will  yield  the  richest  information?” 
They  then  select  one  test  rather  than  some  other 
because  it  offers  them  a reasonable  promise  of 
more  diagnostic  information:  this,  in  their  judg- 
ment, is  where  the  diagnostic  “money”  is.  Clinical 
Judgment,  someone  observed,  is  the  name  we 
give  to  our  accumulating  tables  of  probability. 
Or  as  one  Brown  medical  student  once  noted, 
“When  you  hear  hoofbeats  on  Waterman  Street 
don’t  expect  to  see  zebras.” 

Clinical  epidemiologists  have  also  adopted  Sut- 
ton’s remorseless  logic  in  justifying  their  im- 
mense labors  as  they  gather  risk-factor  data.  “If 
diseases  such  as  cancer  were  to  occur  capri- 
ciously,” they  are  asked,  “why  do  you  bother  to 
invest  labor  and  money  in  vast  field  studies?  What 
was  will  not  tell  us  what  will  be.”  In  response  the 
epidemiologists  refer  to  their  many  studies  which 
have  revealed  to  us  that  most  neoplastic  diseases 
are  distributed  in  a nonrandom  fashion  and  that 
measureable  factors  such  as  gender,  age,  ethnic- 
ity, lifestyle,  nutrition,  socio-economic  status. 


place  of  residence,  occupation  and  level  of  ed- 
ucation frequently  exert  a significant  effect  upon 
the  incidence  rates  and  severity  of  these  neo- 
plasms. 

The  epidemiologists  begin  the  analytic  process 
by  hypothesizing  that  few  diseases  arise  “spon- 
taneously” or  by  random  happenstance.  They 
then  proceed  to  test  this  by  observing  the  distri- 
bution of  specific  diseases  in  defined  popula- 
tions. Their  studies,  when  meticulously  pursued, 
have  repeatedly  shown  that  disease  rates  in  cer- 
tain subpopulations  are  indeed  selectively  in- 
creased or  decreased  from  the  overall  rates  when 
that  subpopulation  is  associated  with  certain  ex- 
ogenous and/or  endogenous  factors. 

The  Biometry  Branch  of  the  National  Cancer 
Institute  maintains  a continuing  surveillance  pro- 
gram of  cancer  incidence  and  mortality  rates. 
The  Branch  periodically  determines  these  rates 
in  chosen  US  localities  according  to  selected  de- 
mograjihic  and  social  characteristics.  The  gen- 
erated data  forms  the  basis  for  identifying  those 
factors  which  are  associated  with  an  increase  or 
decrease  in  the  rate  of  a particular  form  of  neo- 
plasm. Summarized  below,  for  example,  are  some 
annual,  adjusted  incidence  rates  of  cancer  per 
100,000  women  of  the  San  Francisco-Oakland 
and  Utah  regions. 

Crude  data  such  as  these  offer  the  alert  ob- 
server many  intriguing  hints  concerning  the  eti- 
ologic  mechanics  of  cancer.  The  higher  rate  of 
digestive  tract  cancer  in  the  Japanese,  for  ex- 
ample, is  probably  related  to  diet  since  the  rates 


CANCER  INCIDENCE  RATES  FOR  WOMEN 


Region 

San-Francisco/Oakiand 

Utah 

Ethnicity 

White 

Black 

Chinese 

Japanese 

White 

Digestive 

58.2 

63.5 

57.3 

70.0 

41.6 

Respiratory 

30.4 

28.1 

30.1 

9.2 

9.3 

Breast 

93.2 

71.8 

62.7 

60.9 

70.0 

Ut.  cervix 

12.0 

22.2 

13.9 

5.2 

8.0 

Uterus 

40.8 

13.2 

20.7 

16.4 

23.6 

All  sites 

325.0 

269.8 

260.5 

209.1 

233.7 
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selectively  diminish  in  those  Jaj)anese  who  adojn 
a totally  American  diet. 

The  overall  cancer  rates  in  San  rrancisco/(  )ak- 
land  are  the  highest  in  the  nation  (although  there 
are  vast  differences  when  the  rates  are  deter- 
mined by  ethnicity).  The  lowest  rates  for  the  white 
population  are  found  in  residents  of  Utah.  1)(j 
these  notable  differences  leflect  some  environ- 
mental force,  regional  differences  in  occupation 
or  perhaps  some  genetic  factor?  Stratified  studies 
of  the  Utah  population  yield  more  focussed  in- 
sights. Members  of  the  Church  of  the  Latter  Day 
Saints  (Mormons),  for  example,  have  singularly 
low  cancer  rates,  particularly  lung  cancer.  Utah 
residents  who  are  not  observant  members  of  the 
Church  of  Latter  Day  Saints,  on  the  other  hand, 
present  rates  which  are  indistinguishable  from 
the  general  US  public.  It  seems  plausible  there- 
fore that  some  of  the  tenets  of  this  church,  ie, 
nonsmoking  and  avoidance  of  alcohol,  may  in- 
fluence certain  cancer  rates.  This  speculation  is 
strengthened  when  other  nonsmoking,  non- 
drinking communities  such  as  Seventh  Day  Ad- 
ventist church-members  are  surveyed  for  cancer 
and  the  same  reductions  in  cancer  incidence  rates 
are  recorded. 

This  issue  of  the  Journal  contains  an  important 
article  by  Fulton,  Buechner  and  Waters  who  de- 
scribe notable  differences  in  the  incidence  and 
mortality  rates  of  certain  cancers  between  black 
and  white  women  in  Rhode  Island.  These  dif- 
ferences prompt  the  authors  to  recommend  that 
certain  public  health  measures  be  undertaken  to 
lessen  these  disparities  in  cancer  mortality  rates. 
As  a variant  of  Sutton’s  Rule,  they  suggest  that 
one  added  dollar  invested  in  cancer  screening 
and  education  amongst  black  women  will  gen- 
erate a greater  measure  of  cancer  mortality  re- 
duction than  a similar  dollar  invested  in  cancer 
education  amongst  white  women.  And  until  that 
day  when  we  are  provided  with  unlimited  funds 
for  preventive  medicine  in  the  public  sector,  we 
will  be  forced  to  rely  upon  the  insights  which 
epidemiological  surveys  provide  to  guide  us  in 
determining  where  our  interventions  will  be  most 
efficiently  invested. 

Stanley  M.  Aronson,  MD 

Collaborating  in  Health 

This  month’s  issue  of  the  Rhode  Island  Medical 
Joimial  marks  the  introduction  of  a feature  sub- 


mitted by  the  Rhode  Island  Department  of  Health 
that  will  be  apjjearing  on  a regular  basis  in  the 
Journal.  I'he  Department’s  programs  in  recent 
years  have  jiroduced  a unicjue  body  of  infor- 
mation concerning  the  health  status,  health  care 
utilization,  and  health  behavior  of  Rhode  Island- 
ers. Lhe  goal  of  this  feature  is  to  better  dissem- 
inate the  information  collected  by  the  Depart- 
ment in  order  to  inform  readers  of  the  journal 
concerning  new  and  emerging  public  health  is- 
sues. On  a monthly  basis,  therefore,  the  Journal 
will  jiublish  a summary  of  statewide  vital  statistics 
for  the  most  recent  month  available  and  a brief 
epidemiologic  piece,  entitled  Health  By  Numbers, 
on  topics  of  current  or  continuing  interest. 

The  Monthly  Vital  Statistics  Reports  will  include 
information  on  births,  deaths,  infant  deaths,  and 
fetal  deaths  and  will  present  twelve-month  mov- 
ing totals  and  rates  to  augment  the  monthly  data. 
It  will  be  prepared  by  the  Department’s  Division 
of  Vital  Records.  The  one-page  epidemiologic 
studies  on  varied  issues  of  compelling  public 
health  significance  will  originate  from  a wide  va- 
riety of  sources  within  the  Department.  They  will 
of  necessity  be  quick  overviews  of  complex  sub- 
jects, but  they  will  generally  be  supjilemented  by 
references  to  other  publications  or  to  Depart- 
ment of  Health  personnel,  for  those  readers  who 
require  more  detailed  information. 

The  monthly  contribution  is  only  one  of  sev- 
eral ways  in  which  the  Rhode  Island  Medical  Jour- 
nal and  the  Rhode  Island  Department  of  Health 
are  pursuing  a closer  collaborative  relationship. 
The  Department  will  participate  in  determining 
the  future  editorial  direction  of  the  Journal 
through  membership  on  the  Editorial  Board.  In 
addition,  the  Department  will  submit  three  to 
five  articles  per  year  describing  its  programs  and 
policies.  Although  the  Department  has  been  a 
regular  contributor  to  the  Journal  in  the  past,  this 
rate  of  publication  represents  an  increase  relative 
to  prior  periods. 

Through  this  improved  collaborative  relation- 
ship, the  Rhode  Island  Medical  Journal  hopes  to 
increase  its  emphasis  on  public  health  issues  and 
concerns,  especially  those  with  local  significance. 
The  Department  of  Health  will  improve  its  ability 
to  communicate  with  physicians  in  the  state,  who 
are  not  only  key  health  policy-makers  and  the 
ultimate  implementers  of  many  public  health 
programs,  but  also  the  source  of  much  of  the 
information  that  will  appear  in  analyzed  form. 
The  Department  will  also  gain  a rapid  means  of 
reporting  fast-breaking  public  health  problems 
to  the  medical  community.  It  is  our  hope  that. 
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through  these  means,  the  collaboration  f ulfills  its 
ultimate  goal  — the  improved  health  of  the  peo- 
ple of  Rhode  Island. 

H.  Denman  Scott,  Ml),  MPH 

Director  of  Health 

Rhode  Island  Department  of  Health 

Stanley  M.  Aronson,  MD 

Eclitor-in-Chief 

Rhode  Island  Medical  Journal 


Ethics,  the  Law  and  Medicine 


The  first  in  a series  of  commentaries  on  ethics, 
the  law  and  medicine  appears  in  this  issue  of  the 
Journal.  The  columns  will  be  edited  by  Edward 
Reiser,  PhD,  JD,  the  Associate  Dean  of  Medicine 
[Humanities  and  Social  Sciences]  at  Brown  Uni- 
versity and  a distinguished  jurist,  medical  ethicist 
and  scholar.  These  discussions  are  published  in 
response  to  a widespread  appreciation  that  our 
awesome  advances  in  scientific  lore  must  be  ac- 
companied by  an  equal  measure  of  ethical  in- 
sight. As  medicine  becomes  increasingly  capable 
of  prolonging  life,  of  intervening  in  previously 
untried  ways,  and  perhaps  even  of  altering  ge- 
netic destiny,  be  assured  that  we  will  be  awash  in 
laws,  new  or  old,  defining  society’s  response  to 
these  increased  capabilities  while  testing  our  un- 
derstanding of  what  we  think  we  are  undertak- 
ing. 

The  editors  of  the  Journal  expect  that  the  per- 
sonal points  of  view  expressed  in  these  commen- 
taries will  be  interesting,  provocative,  occasion- 
ally outrageous,  but  most  certainly  relevant  to  the 

I problems  and  ambiguities  which  surround  to- 
day’s practice  of  medicine. 

Readership  responses  to  these  articles  are  en- 
couraged and  will  be  published  in  subsequent 
issues. 

Stanley  M.  Aronson,  MD 
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or  perforation  considered  it  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate, 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility:  Long-term  carcinogenicity  studies  In 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
aftect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  eftect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comtort,  and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms lor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  If  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS),  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  ot  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 


1002004 


Pharmaceuticals,  Inc. 
Kenilworth.  NJ  07033  (USA) 

World  leader  In  drug  delivery  systems. 


13944326 
Rev  4/87 


EXCELLENT 

OPPORTUNITY 

to  buy  a modern  six  unit 
professional  building  in 
North  Smithfield,  Rl. 
Location:  117  Eddie  Dowling 
Highway 
(across  from 

Fogarty  Memorial  Hospital) 

Medical  Office  Available 
Principals  Only 

Call 

Philip  Baron,  MD 
421-6737 

after  6 pm 


Dennatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou. 

Because  the  care  and  treatment  r )f  patients  is  so  imponant  to  \’ou, 
it's  imponant  to  us.  That's  why,  at  Dermatopath  larb.  we  assure 
you  of  iTigh  qualiw,  relialMe  slide  processing  and  inteipretation 
of  all  your  dermatolog\-  specimens. 

Slides  are  prepared  bv  ASCP  Registered  Technicians  and  inter- 
preted by  a Board  Cenified  Dermatologist/Dermatopathologist. 

Among  the  sen  ices  we  provide  are:  Slide  Processing,  H&E 
(Gross  and  Microscopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Stains,  Qtologr-  and  Immunopeixjxidase.  .All 
available  at  affordable  costs!  For  added  convenience,  FREE  POST- 
AGE ( both  ways ),  along  with  supplies  { materials,  vials  and  reports ) 
are  pror  ided  for  you. 

Wlien  it  comes  time  for  payment,  computerized  billing  reports, 
prepared  monthly,  make  your  bookkeeping  records  ea.sy  to 
process. 

Read\-  to  ha\’e  your  dermatologc'  specimen  requirements  an- 
.swered  b\’  professionals  tis  concerned  about  patient  care  as  you 
are? Call  todav Toll  Free  1 ( 800 ) 323-5"48, or  ( -tOf ) 

421-‘’8"’0  Monday-Friday,  8:30am-4:30pm. 

Or  T\rite:  Dermatopath  Lab,  PO  Box  6810, 

ProL’idence,  RI 029-10.  Dr.  Yvonne  Hines,  .M.D., 

Dermatologist  / Dermatopathologist. 


Rhode  Island  Medical  Journal 


Black/White  Cancer  Mortality  Differentials 
in  Rhode  Island:  Inferences  for  Prevention 
and  Screening  Efforts 

John  P.  Fulton,  PhD 
Jay  S.  Buechner,  PhD 
William  J.  Waters,  Jr,  PhD 


. . . These  studies  identify  the  need  for  spe- 
cial cancer  control  efforts  among  blacks 
and  possibly  other  minority  and  econom- 
ically disadvantaged  groups. 


Cancer  statistics  in  the  US  have  been  computed 
separately  for  whites  and  non-whites.'®  This 
practice  allows  for  the  comparison  of  cancer  rates 
between  groups  with  different  average  levels  of 
education  and  income,  as  well  as  peoples  with 
different  genetic  susceptibilities,  and  thus  pro- 
vides insights  about  cancer  risks  and  access  to 
screening  and  treatment.'^  It  has  also  permitted 
a more  informative  comparison  of  cancer  rates 
among  state  and  county  populations  composed 
of  varying  proportions  of  whites  and  non-whites. 

Black  cancer  rates  have  been  higher  than  white 
cancer  rates  in  the  US  for  as  long  as  ethnically 
separate  records  have  been  maintained.'  ® This 


John  P.  Fulton,  PhD,  is  Administrator  of  the  Rhode 
Island  Cancer  Registry  at  the  Rhode  Island  Department 
of  Health  and  a Clinical  Assistant  Professor  of  Com- 
munity Health  at  Brown  University,  Provideytce,  Rhode 
Island. 


jay  S.  B uechner,  PhD,  is  Chief  of  the  Office  of  Health 
Statistics  at  the  Rhode  Island  Department  of  Health 
and  a Clinical  Assistant  Professor  of  Comm  unity  Health 
at  Brown  University,  Providence,  Rhode  Island. 


William  J.  Waters,  Jr,  PhD,  is  Associate  Director 
d (Health  Policy)  at  the  Rhode  Island  Department  of 
r Health  and  a Clinical  Assistant  Professor  of  Com- 
munity Health  at  Brown  University,  Providence,  Rhode 
Island. 

\ 

i 

! 


is  not  true  of  all  other  non-white  groups,  how- 
ever. Recent  statistics  from  the  National  Cancer 
Institute’s  (NCI’s)  Surveillance,  Epidemiology  and 
End  Results  program  show  that  rates  for  all  can- 
cers combined  among  people  of  Japanese, 
Chinese,  Filipino,  and  American  Indian  ancestry 
are  lower  than  cancer  rates  for  whites.®  Cancer 
rates  for  native  Hawaiians  are  higher  than  cancer 
rates  for  whites  but  lower  than  cancer  rates  for 
blacks.®  It  follows  that  comparisons  using  non- 
white cancer  rates  are  meaningful  only  insofar 
as  the  racial  composition  of  the  underlying  non- 
white population  is  known.  Cancer  rates  for  non- 
white populations  in  which  blacks  predominate 
will  tend  to  be  high,  while  cancer  rates  for  non- 
white populations  in  which  Asians  or  American 
Indians  predominate  will  tend  to  be  low.  Simi- 
larly, trends  in  non-white  cancer  rates  will  be 
affected  by  changes  in  the  racial  composition  of 
the  non-white  population  over  time. 

Rhode  Island  has  had  relatively  few  black, 
Asian,  or  American  Indian  residents  over  the 
period  1950  to  1980.^  As  Figure  I demonstrates, 
blacks  have  clearly  predominated  among  non- 
white residents  over  this  period,  although  the 
proportions  of  Asians  and  American  Indians  have 
grown.  Between  1950  and  1960  the  racial  com- 
position of  the  non-white  population  of  Rhode 
Island  remained  relatively  stable  (Fig  1).  Blacks 
represented  93  per  cent  of  non-whites  in  1950, 
88  per  cent  in  1960.  Between  1960  and  1970, 
however,  the  proportion  of  blacks  decreased  from 
88  per  cent  to  79  per  cent  of  non-wJiites,  as  the 
proportion  of  Asians  increased.  After  1970  this 
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Figure  1 — Distribution  of  Rhode  Island's  non-white  populotion 
by  race  and  census  year 
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greater  ri.sk  of  dying  from  cancer  in  Rlio(ie  Is- 
land, cancer  death  rates  have  been  computed  for 
wliites  and  l)lacks  in  Rhode  Island,  1975-1985, 
and  are  comjjared  with  analogous  rates  for  the 
United  States  as  a whole,  gleaning  insights  which 
may  target  cancer  prevention  and  screening  ef- 
fdi  ts  more  effectively  in  the  state. 

. . . Cancer  rates  for  non-white  popula- 
tions in  which  blacks  predominate  will 
tend  to  be  high,  while  cancer  rates  for  non- 
white populations  in  which  Asians  or 
American  Indians  predominate  will  tend 
to  be  low. 


trend  is  difficult  to  assess,  because  statistics  on 
race  from  the  1970  and  1980  censuses  are  not 
comparable.®  In  1980  the  US  census  changed  the 
way  it  categorized  the  races  of  people  of  Spanish 
origin.  As  a result,  many  people  of  Spanish  origin 
who  had  previously  been  categorized  “white,”  and 
perhaps  some  who  had  previously  been  catego- 
rized “black”  were  categorized  “other  non-white” 
in  1980.  The  extensive  use  of  “other  non-white,” 
a category  of  little  meaning,  compromised  the 
already  tenuous  meaning  of  the  category  “non- 
white.”® 

Current  non-white  cancer  statistics  for  Rhode 
Island  are  uninterpretable,  since  they  depend 
heavily  on  1980  census  data.  Even  if  this  were 
not  a problem,  however,  the  changing  compo- 
sition of  Rhode  Island’s  non-white  population 
since  1950,  in  addition  to  its  recent  heteroge- 
neity, would  make  any  interpretation  of  current 
non-white  cancer  statistics  questionable. 

Black  cancer  statistics  offer  a usef  ul  alternative 
to  non-white  cancer  statistics  in  Rhode  Island, 
where  blacks  represent  the  largest  (and  one  of 
the  oldest)  racial  groups  among  non-whites.  Black 
statistics  are  far  easier  to  interpret  than  non-white 
statistics,  because  they  are  better  defined  and  re- 
fer to  a less  heterogeneous  group  of  people.  As 
well,  1980  census  data  for  blacks  appear  not  to 
have  been  affected  greatly  by  problems  in  cate- 
gorizing people  of  Spanish  origin  by  race.®  If  the 
number  of  Rhode  Islanders  of  Asian  or  Ameri- 
can Indian  ancestry  were  greater,  their  cancer 
statistics  would  also  offer  useful  alternatives  to 
non-white  cancer  statistics.  Presently,  however, 
the  numbers  of  Asians  and  American  Indians  in 
Rhode  Island  are  so  small  that  their  cancer  sta- 
tistics tend  to  fluctuate  widely  from  year  to  year, 
creating  yet  another  problem  of  interpretation. 

To  assist  in  the  identification  of  people  at 


Methods 

Average  annual  age-standardized  cancer  death 
rates  by  sex  and  race  (white  and  black)  were  com- 
puted for  1975-1985  on  the  basis  of: 

• all  deaths  among  Rhode  Island  residents  oc- 
curring from  January  1,  1975  through  Decem- 
ber 31,  1985  which  had  been  reported  to  the 
Division  of  Vital  Records,  Rhode  Island  De- 
partment of  Health  (including  the  deaths  of 
Rhode  Island  residents  which  had  occurred  out 
of  state),  and  had  been  assigned  an  underlying 
cause  of  death  coded  between  140.0  and  208.9 
(malignant  neoplasms),  using  the  International 
Classification  of  Diseases,  8th  and  9th  Editions, 
and 

• the  population  of  Rhode  Island  in  1980  by  age, 
sex,  and  race,  as  reported  by  the  US  census.® 

Rates  were  computed  according  to  NCI  specifi- 
cations for  cancer  death  rates. ^ Eor  each  race-sex 
group  (eg,  black  females): 

• age-specific  rates  were  calculated  for  Rhode  Is- 
land; 

• each  age-specific  rate  was  multiplied  by  the 
number  of  people  in  the  corresponding  age 
group  of  the  “United  States  standard  million 
populations  by  age  for  1970,”  then  summed 
over  all  age  groups,  yielding  the  number  of 
cancer  events  (new  cases  or  deaths)  which  would 
have  occurred  among  1,000,000  residents  of 
the  United  States  in  1970  had  they  experienced 
the  1975-1985  Rhode  Island  age-specific  rates. 
This  number  was  divided  by  ten  to  express  the 
rate  as  events  per  100,000  population. 

Rates  were  computed  for  all  cancers  combined 
and  for  cancers  considered  amenable  to  control 
through  prevention  (cancers  of  the  lung-bron- 
chus and  colon-rectum)  and  screening  (cancers 
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of  the  breast  and  cervix).  Cases  were  grouped  by 
anatomical  site  according  to  NCI  specifications 
for  cancer  death  rates,®  based  on  codes  of  the 
International  Classification  of  Diseases,  8th  and 
9th  Revisions. 

Average  annual  age-standardized  cancer  death 
rates  by  sex  and  race  (white  and  black)  have  been 
computed  by  the  NCI  for  the  US  as  a whole  from 
1973  through  1985,  using  the  technique  outlined 
above.®  Annual  rates  from  1975  through  1985 
were  used  to  compute  mean  rates  1975-1985  by 
sex  and  race  for  comparison  with  analogous 
Rhode  Island  rates. 

Differentials  by  race  were  expressed  as  per- 
centages by  subtracting  white  rates  from  black 
rates  and  dividing  by  white  rates.  Differentials 
by  area  were  expressed  as  percentages  by  sub- 
tracting US  rates  from  Rhode  Island  rates  and 
dividing  by  US  rates. 

When  examining  rate  differentials  based  on 
census  data,  it  is  important  to  note  that  census 
error  may  account  for  small  proportions  of  the 
1 differentials  observed.  In  recent  US  censuses,  a 
I small  proportion  of  people  were  not  counted, 

I and  a smaller  proportion  counted  more  than 
i once,  resulting  in  small  net  undercounts  of  pop- 
) Illation.  Net  undercount  varies  by  age,  sex,  race, 
j geographical  region,  and  state,  and  has  only  been 
I estimated,  not  measured  directly.  Among  all  the 
I states,  the  Rhode  Island  population  is  estimated 
j to  have  had  one  of  the  most  accurate  overall  enu- 
I merations.  (State  estimates  are  not  published  with 
detail  for  age,  sex,  and  race.)  Nonetheless,  esti- 
mates of  nation-wide  undercount  in  1980  are 
about  five  percentage  points  higher  among  black 
males  than  white  males  in  those  age  groups  most 
likely  to  affect  age-standardized  cancer  death 
rates,  and  from  one  to  two  percentage  points 
higher  among  black  females  than  white  females 
in  those  age  groups,"’  causing  black  rates  to  be 
slightly  over-estimated  relative  to  white  rates. 
Therefore,  when  rates  based  on  1980  US  census 
data  are  found  to  be  slightly  higher  for  blacks 
than  whites,  the  apparent  differentials  should  be 
discounted  as  the  spurious  results  of  differential 
census  undercount. 

Results 

Death  rates  for  all  cancers  by  sex  and  race  in 
I Rhode  Island  and  the  US,  1975-1985,  are  illus- 
c-  trated  in  Figure  2.  Black  rates  clearly  exceeded 
f white  rates  during  this  period.  In  Rhode  Island, 
the  black/white  differentials  were  substantial  for 
both  sexes:  black  rates  were  3 1 per  cent  higher 
I among  males  and  46  per  cent  higher  among  fe- 
i 

j 
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Figure  2 - Death  rates  for  all  cancers  by  sex  and  race, 

Rhode  Island  and  the  United  States,  1975-1985 


0,  Ll.  V////////////////////A 

V)  IZ_^ I ^ I . I ^ ^ I ^ I ^ I 

0 50  100  150  200  250  300  350 

Deaths  per  100,000  population 


Rotes  ore  average  annual  age— standardized  rates. 


males.  In  the  US  as  a whole,  black  rates  were  36 
per  cent  higher  among  males' and  14  per  cent 
higher  among  females.  Cancer  rates  were  sub- 
stantially higher  in  Rhode  Island  than  the  US: 
15  per  cent  higher  among  white  males,  11  per 
cent  higher  among  black  males,  10  per  cent  higher 
among  white  females,  and  41  per  cent  higher 
among  black  females. 

Male  death  rates  by  cancer  type  and  race  in 
Rhode  Island  and  the  US,  1975-1985,  are  illus- 
trated in  Figure  3.  Black  death  rates  from  lung 
cancer  exceeded  white  rates  by  40  per  cent  in 
Rhode  Island  and  by  31  per  cent  in  the  US  as  a 
whole.  In  Rhode  Island,  lung  cancer  death  rates 
exceeded  analogous  US  rates  by  nine  per  cent 
among  whites,  and  by  17  per  cent  among  blacks. 
In  contrast,  black  colo-rectal  cancer  death  rates 
were  about  ec|ual  to  white  rates  in  both  geograph- 
ical areas.  Colo-rectal  cancer  death  rates  were 
substantially  higher  in  Rhode  Island  than  the  US: 
40  per  cent  among  white  males,  46  per  cent 
among  black  males. 


Figure  3 - Male  death  rates  by  cancer  type  and  race, 

Rhode  Island  and  the  United  States,  1975—1985 
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Figure  4 — Female  death  rates  by  cancer  type  and  race, 

Rhode  Island  and  the  United  States,  1975—1985 
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Female  death  rates  by  cancer  type  and  race  in 
Rhode  Island  and  the  US,  1975-1985,  are  illus- 
trated in  Figure  4.  Black  rates  exceeded  white 
rates  from  cancers  of  the  limg-bronchiis,  colon- 
rectnm,  breast,  and  cervix  in  Rhode  Island,  and 
from  cancers  of  the  colon-rectum  and  cervix  in 
the  US.  Rhode  Island  rates  exceeded  US  rates, 
although  the  Rhode  Islancl/US  differential  was 
slight  for  cancer  of  the  cervix.  The  largest  dif- 
ferentials by  race  among  females  were  observed 
for  cancers  of  the  cervix  (black  rates  were  203 
per  cent  higher  than  white  rates  in  Rhode  Island 
and  173  per  cent  higher  in  the  US  as  a whole) 
and  lung  (black  rates  were  30  per  cent  higher 
than  white  rates  in  Rhode  Island). 


. . . Rhode  Island’s  differentials  for  breast 
and  cervical  cancer  suggest  the  need  for 
intensified  cancer  screening  among  black 
Rhode  Island  women. 

Discussion 

Between  1975  and  1985,  inclusive,  the  cancer 
death  rates  of  blacks  substantially  exceeded  the 
cancer  death  rate  of  whites  in  Rhode  Island.  For 
the  most  part,  contemporary  US  differentials 
were  similar,  but  smaller.®  '’  “ The  literature  on 
this  subject  suggests  that  racial  differentials  in 
cancer  mortality  are  largely  explained  by  socio- 
economic differentials,  except  for  a few  cancer 
types. The  links  between  socioeconomic  fac- 
tors and  health  are  complex,  but  the  links  be- 
tween education  and  accurate  information  on 
prevention,  screening  and  treatment,  and  the  link 
between  income  and  access  to  quality  health  care 
are  central  to  most  cancer  control  efforts.  A re- 
cent national  study  revealed  that  blacks  are  less 
likely  than  whites  to  know  about  cancer  and  its 


warning  signals."  y\lso,  blacks  are  less  likely  than 
whites  to  have  adequate  health  insurance."  Al- 
though black  Rhode  Islanders’ cancer  know  ledge 
has  not  been  studied  in  dej)th,  a recent  report 
demonstrated  that  non-white  Rhode  Islanders  are 
less  likely  than  white  Rhode  Islanders  to  have 
health  insurance."’ 

Rhode  Island’s  black/white  cancer  dif  ferentials 
for  breast  and  cervical  cancer  suggest  that  black 
women  have  benefited  less  than  white  women 
from  recent  advances  in  cancer  screening.  Black 
women  are  more  likely  than  white  women  to  die 
of  breast  cancer  in  Rhode  Islarrd.  Yet  reliable 
national  data  reveal  that  black  women  are  less 
likely  tharr  white  women  to  develop  breast  can- 
cer.*’ This  (lis)jarity  betweerr  low  incidence  arrd 
high  mortality  suggests  that  black  women  are  less 
likely  than  white  women  to  be  screened  effec- 
tively for  breast  cancer,  or  to  be  treated  promptly 
and  effectively  once  the  disease  is  found.  4'he 
national  data  support  this  suggestion,  revealing 
that  black  women  are  more  likely  than  w'hite 
women  to  be  diagnosed  with  advanced  breast 
cancer.'’  Black  women  are  also  more  likely  than 
white  w omen  to  die  of  cer  vical  cancer  in  Rhode 
Island.  Despite  the  infer  ence  from  national  data 
that  black  women  are  more  likely  to  develop  the 
disease  than  white  women,'’  mortality  from  cer- 
vical cancer  is  considered  avoidable."  There  is 
no  reason  to  believe  that  cervical  cancer  screen- 
ing, if  performed  according  to  current  r ecom- 
mendations," " w'oiild  be  less  effective  among 
black  w'ornen  than  white  women.  Yet  national 
data  reveal  that  black  women  are  more  likely  than 
wTite  women  to  be  diagrrosed  w ith  advanced  cer- 
vical cancer.*’  Clearly,  Rhode  Island’s  differen- 
tials for  breast  and  cervical  cancer  suggest  the 
need  for  intensifred  cancer  scr  eening  among  black 
Rhode  Island  women. 

Recent  lung  cancer  death  rates  among  blacks, 
especially  black  men,  have  been  far  higher  than 
compar  able  r ates  among  w hites  in  Rhode  Island. 
This  differential  is  observable  in  data  for  the  US 
as  a whole,®’  *®  and  has  been  attr  ibuted  to  higher 
rates  of  smoking  among  blacks.^®-  Although 
blacks  are  not  more  likely  than  whites  to  start 
smoking,  they  are  less  likely  to  stop.^'’  Rhode  Is- 
land data  on  smoking  differentials  by  race  are 
sketchy,  because  r ecent  statewide  health  surveys 
have  been  designed  to  reach  a random  sample 
of  the  Rhode  Island  population,  of  wdiich  only 
about  thr  ee  per  cent  are  black.  Such  samples  in- 
clude too  few  blacks  to  estimate  reliable  smoking 
r ates  for  the  black  population.  Nonetheless,  fr  om 
w hat  is  know  n of  the  epidemiology  of  lung  can- 
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cer,  the  lung  cancer  experience  of  blacks  in  Rhode 
Island  suggests  an  urgent  need  for  smoking  pre- 
vention and  cessation  programs  among  blacks. 

Small  black/white  differentials  were  observed 
in  colo-rectal  cancer  death  rates  among  women 
j in  Rhode  Island  and  the  US  as  a whole.  Differ- 
! entials  were  not  observed  for  men,  who  are  more 
; likely  to  die  from  this  disease.  More  importantly, 
j as  has  been  noted  previously,  Rhode  Island  has 
higher  colo-rectal  cancer  death  rates  than  the  US 
I as  a whole  among  men  and  women,  blacks  and 
whites,  suggesting  the  need  for  dietary  change 
! among  all  groups  iu  this  very  urban  state. 
j Changes  in  the  composition  of  the  non-white 
' population  since  1950  have  compromised  the 
usefulness  of  non-white  statistics  for  cancer  sur- 
I veillance  in  Rhode  Island.  Changes  in  US  census 

i procedures  have  also  made  “non-white”  a cate- 
'i  gory  of  ambiguous  meaning.  Black  statistics  offer 

ii  a useful  alternative.  They  are  specific,  they  may 

1 : provide  insights  about  cancer  risks  and  access  to 

I screening  and  treatment,  and  they  are  repre- 
sentative of  the  predominant  racial  group  among 

! non-whites  in  the  state.  In  this  regard,  Rhode 
! I Island  would  be  well  served  by  demographic  pro- 
. jections  of  its  black  population  by  age  and  sex. 
Also,  over-sampling  of  black  respondents  in  key 
health  surveys,  an  uncommon  practice  to  date, 
would  permit  greater  sophistication  in  the  eval- 
uation of  black  health  issues. 

. . . Rhode  Island  has  higher  colo-rectal 
cancer  death  rates  than  the  US  as  a whole 
; I among  men  and  women,  blacks  and  whites, 

! suggesting  the  need  for  dietary  change 
among  all  groups  in  this  very  urban  state. 

\ 

j A comparison  of  cancer  death  rates  between 

I I blacks  and  whites  in  Rhode  Island  has  identified 
1 1 the  need  for  special  cancer  control  efforts  among 
I ! blacks  and  possibly  other  minority  and  econom- 

j ically  disadvantaged  groups.  Three  foci  have  been 
(i  suggested:  breast  cancer  screening,  cervical  can- 
1 1 cer  screening,  and  smoking  prevention  and  ces- 
ij  sation.  Surveillance  needs  have  also  been  sug- 
;j  gested:  projections  of  the  black  population  and 
'I  over-sampling  of  blacks  in  key  health  surveys. 
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Colonic  Polyps  and  Cancer 


Hugo  O.  Jauregui,  MD,  PhD 
Leila  Nadra,  MD 
Noubar  Kessimian,  MD 


A series  of  questions  and  answers  on  the 
terminology,  classification  and  prognostic 
interpretation  of  colonic  biopsies. 


According  to  the  latest  statistic  supplied  by  the 
American  Cancer  Society,'  colonic  carcinoma  re- 
mains one  of  the  most  common  malignancies  in 
the  United  States,  with  an  incidence  of  160,000 
cases  in  1988.  A close  association  of  beef  con- 
sumption and  the  ingestion  of  animal  fat  with 
the  incidence  of  colon  cancer  has  been  docu- 
mented, but  there  are  other  etiologic  factors  not 
associated  with  dietary  habits.^  For  example,  about 
20  per  cent  of  patients  with  large  bowel  cancer 
show  an  allele  loss  in  chromosome  5,^  and  many 
multiple  polyposis  syndromes  are  associated  with 
a high  incidence  of  colorectal  cancer.^  In  the  past, 
the  relationship  between  epithelial  polyps  and 
colonic  carcinoma  has  produced  a heated  con- 
troversy which  found  its  way  into  pertinent  pub- 
lications,^’ " ^ and  undoubtedly  contributed  to 
some  confusion  that  still  permeates  the  surgical 
management  of  the  patient  with  colonic  polyp(s). 
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Clinical  symptoms  of  carcinomas  of  the  large 
bowel  are  often  indicative  of  advanced  disease 
and  consequently  the  early  detection  of  cancer- 
ous lesions  is  the  goal  of  routine  proctosigmoid 
examinations.  The  latter,  in  combination  with 
barium  enemas  and  guaiac  stool  examinations, 
remains  the  most  practical  method  for  the  de- 
tection of  polypoid  growths. 

Given  a particular  case  of  colonic  cancer  orig- 
inating in  a polyp,  many  of  our  colleagues  attack 
the  problem  with  timely  decisions,  avoiding  de- 
lays in  the  performance  of  a colectomy.  Never- 
theless, there  are  others  who,  citing  special  ar- 
ticles advocating  aggressive  surgical  interventions 
based  on  rather  questionable  figures,^  proceed 
to  schedule  unnecessary  surgery.  Some  physi- 
cians on  the  other  hand,  are  “sitting  on”  partic- 
ular neoplastic  entities  that  should  be  treated  by 
appropriate  surgical  procedures. 

One  can  hardly  think  of  any  other  subject  of 
tumor  pathology  that  could  be  more  expedi- 
tiously addressed  with  the  consultation  of  a sur- 
gical pathologist,  than  the  microscopic  exami- 
nation of  a colonic  polyp.  Unfortunately,  some 
cases,  which  have  come  to  our  attention  for  a 
“second  look,”  have  pathology  reports  that  failed 
to  properly  communicate  the  nature  of  the  lesion 
because  the  terminology  was  inadequate,  out- 
dated, or  incomplete.  Furthermore,  other  cases 
were  well  described  by  the  pathologist,  but  the 
terms  used  to  define  the  lesion  carried  a concep- 
tual meaning  that  escaped  the  endoscopist.  Fi- 
nally, we  have  had  gastroenterologists  and  sur- 
geons who  received,  in  a second  consultation. 
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histological  desci  iplioiis  of  the  same  colonic  poly- 
poid growth  coidlicting  with  the  original  report. 

Regaiding  the  colonic  polyp-cancer  se(]uence, 
there  are  two  primary  sources  of  ninnerons  hioj)- 
sies  which  demand  from  the  pathologist  not  only 
a prompt  and  good  histological  diagnosis,  hut 
also  a j)roj)er  pathological  terminology  and  clear 
definition  of  terms.  First,  there  is  the  well  known 
situation  when  a suigeon  will  recpiesl  a positive 
hiopsy  before  he/she  will  j)roceed  to  radical  sur- 
gery for  colorectal  carcinoma.  Second,  the  wide- 
spread use  of  the  fiheroj)tic  scope  has  revolu- 
tionized the  aj)proach  to  the  treatment  of  the 
isolated  polyp,  which  when  found  anywhere  in 
the  large  howel,  can  he  removed  as  soon  as  it  is 
detected,  unless  obvious  contraindications  exist.-' 

“/  heard  what  you  said,  but  I’m  not  sure 
I understand  what  you  mean.  Anyway,  I 
don’t  think  you’re  telling  me  what  it’s  all 
about.”  (From  dialogue  around  a double 
headed  microscope  during  frozen  section 
of  a polyp.) 

The  intention  of  this  review  is  to  cover,  through 
a cjuestion  and  answer  format,  the  most  common 
tjuestions  we  have  had  in  the  past  concerning 
terminology,  classification,  degree  of  malig- 
nancy, and  modalities  of  treatment  of  polyps  and 
adenocarcinoma  of  the  large  bowel. 

QUESTION : Which  polyps  are  considered  neo- 
plastic and  which  are  not? 

ANSWER:  There  are  two  types  of  polyps.  They 
can  have  single  or  multiple  presentation. 

Firstly,  we  have  the  so-called  non-neoplastic 
types,  eg,  1)  hyperplastic;  2)  juvenile  (retention); 
and  3)  inflammatory  (pseudopolyp)  polyps.  Sec- 
ondly, we  have  neoplastic  polyps  that  are  sub- 
divided in:  a)  tubular  adenomas,  (a  more  proper 
term  than  adenomatous  polyps);  b)  villous  ad- 
enomas (otherwise  known  as  villous  papillomas), 
and  c)  polyps  having  an  equal  mixture  of  both 
types  of  histological  patterns,  namely  tubulovil- 
lous  adenomas  (or  villoglandular  polyps). 

QUESTION:  Five  years  ago  one  pathologist  called 
a polyp  we  had  sent  him,  tubular  adenoma.  In  a 
second  recent  review,  another  pathologist  from 
the  same  department  called  this  polyp,  tubulo- 
villous  adenoma.  Apparently  the  slides  docu- 
menting the  first  diagnosis  were  not  in  the  file, 
so  the  block  was  again  sectioned.  Is  this  differ- 
ence in  diagnosis  based  on  the  pathologist’s  inter- 
pretation, tissue  sampling  or  both? 


ANSWER:  Since  the  first  slides  were  lost,  it  is 
jjossihle  that  we  will  never  be  able  to  resolve  this 
(|ueslion.  Froj>er  classification  of  the  benign  his- 
tological features  of  a polyjj  is  usually  very  easy, 
hut  on  occasion  it  can  he  very  difficult.  Focal 
areas  of  villous  configurations  are  not  inf  requent 
in  tubular  adenomas,  and  a well  designed  study 
showed  them  in  35  j^er  cent  of  76  polyj)s  ex- 
amined initially  with  a dissection  microscope."’ 
Fhe  larger  the  tubular  adenoma,  the  more  fre- 
(|uent  is  the  j^resence  of  villous  changes. 

QUESTION:  If  I understand  correctly,  the  fur- 
ther conceptual  extension  of  your  last  answer  is 
that  these  two  polyjjs  are  closely  interrelated. 
Cainsequently,  why  is  it  so  imjjortant  to  differ- 
entiate one  from  the  other? 

ANSWER:  fhey  are,  in  fact,  interrelated,  foday, 
most  pathologists  subscribe  to  the  opinion  of 
Morson,"  who  was  one  of  the  first  authors  to 
jK)int  out  that  most  polyps  start  as  tubular  ad- 
enomas, may  accjuire  villous  features,  and  evolve 
into  a pure  villous  growth.  The  fact  that  we  have 
mixed  forms,  tubulovillous  adenomas,  points  also 
to  a common  origin  for  both  types  of  polyps.  Still, 
the  precise  classification  of  neoplastic  polyps 
makes  sense,  if  we  stress  the  fact  that  a very  low 
percentage  of  tubular  adenomas  become  malig- 
nant (maybe  no  more  than  1-5  per  cent),  whereas 
villous  adenomas  undergo  malignant  transfor- 
mation in  29  per  cent  to  70  per  cent  of  cases. 
Tubulovillous  adenomas  have  a malignancy  rate 
of  20  per  cent  to  40  per  cent. 

QUESTION : I have  followed  a patient  with  co- 
lonic polyps  for  many  years.  So  far,  25  polyps 
(tubular  adenomas  and  tubulovillous  adenomas) 
have  been  removed  and  I have  found  polyps  in 
every  endoscopic  session  that  I have  scheduled 
in  the  past.  Is  the  patient  going  to  develop  can- 
cer? Should  I schedule  this  patient  for  a preven- 
tive colectomy? 

ANSWER:  No.  A preventive  colectomy  is  indi- 
cated for  patients  with  familial  polyposis  who  de- 
velop tumors  earlier  in  life  than  patients  with 
multiple  tubular  adenomas.  A minimum  of  100 
polyps  needs  to  be  present  for  the  morphological 
diagnosis  of  this  condition.'-  On  the  other  hand, 
the  number  of  polyps  has  an  important  prog- 
nostic value  in  terms  of  developing  cancer.  Mor- 
son  found  that  of  59  patients  with  multiple  pol- 
yps, 12  per  cent  developed  cancer,  and  the 
number  of  patients  developing  malignant  tumors 
was  larger  when  polyps  were  numerous.'^  Going 
back  to  the  incidence  of  cancer  in  patients  with 
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familial  polyposis,  we  should  indicate  that  in  these 
patients,  the  possibility  of  carcinoma  in  the  rectal 
stump  after  abdominal  colectomy  with  ileoproc- 
tostomy  to  preserve  the  anal  function,  makes  close 
follow-up  mandatory.  In  fact,  the  reported  59 
per  cent  incidence  of  this  complication  in  patients 
followed  for  23  years,  has  moved  some  surgeons 
to  recommend  a proctocolectomy  as  the  initial 
intervention.'^ 

QUESTION:  A 50-year-old  man  was  examined 
endoscopically  in  my  office  and  I removed  10 
polyps,  some  of  them  measuring  1.5  cm,  which 
were  hyperplastic  polyps.  The  patient  tells  me 
that  a GI  specialist  in  another  tow  n removed  sev- 
eral polyps.  I have  requested  the  histopatholog- 
ical  report  which  indicates  that  10  previous  pol- 
yps were  removed  in  tw'o  sessions  three  years  ago, 
and  diagnosed  as  hyperplastic  polyps.  Is  there 
any  reason  to  think  that  hyperplastic  polyps  be- 
come malignant?  Should  I schedule  this  patient 
for  more  frequent  endoscopic  sessions? 

ANSWER:  Pure  hyperplastic  polyps  do  not  be- 
come malignant,  but  carcinomas  have  been  found 
containing  residual  adenomatous  and  hyper- 
plastic epithelium.'^  On  the  other  hand,  you 
should  be  aware  that  there  is  an  entity  called 
multiple  hyperplastic  polyposis  syndrome,  with 
relatively  large  hyperplastic  polyps,  that  has  been 
found  to  be  associated  with  cancer  of  the  colon.'® 
Therefore,  it  would  be  prudent  to  perform  more 
frequent  endoscopic  examinations  on  a patient 
with  multiple  and/or  large  hyperplastic  polyps. 

QUESTION:  I am  very  confused  with  the  ter- 
minology of  two  previous  pathological  reports, 
and  the  choice  of  words  you  use  for  the  same 
lesion.  In  the  first  diagnosis,  a pathologist  from 
your  department  called  the  lesion  villoglandular 
adenoma  with  severe  atypia.  A second  look  by  a 
pathologist  from  another  hospital  was  reported 
as  papillary  adenoma  wath  carcinoma  in  situ.  You, 
on  the  other  hand,  called  the  same  lesion  a tub- 
ulovillous  adenoma  w'ith  severe  dysplasia.  What 
should  I do?  Should  I “sit  on”  this  lesion,  or 
schedule  a partial  colectomy? 

ANSWER:  First  of  all,  you  should  be  aware  that 
your  problem  is  a common  one,  and  a bonafide 
example  of  what  we  mean  by  confusion  of  terms. 
This  lesion  was  well  diagnosed  by  the  two  pa- 
thologists that  were  involved  in  the  two  previous 
consultations,  but  they  used  different  terms.  We 
are  dealing  with  a polyp  with  a 50-50  mixture  of 
tubular  and  villous  patterns.  Thus,  following  the 
terminology  previously  explained,  it  should  be 


called  tubulovillous  adenoma.  The  term  papil- 
lary adenoma  should  be  avoided  because  it  does 
not  distinguish  a tubulovillous  adenoma  from 
those  having  70  per  cent  or  more  villous  pattern, 
eg,  villous  adenomas  or  villous  papillomas. 

The  terms  dysplasia,  carcinoma  in  situ,  and 
atypia  deserve  a more  detailed  exjDlanation.  Dys- 
plasia is  a histologic  and  cytologic  abnormality 
that  includes  cellular  disorganization,  cellular  and 
nuclear  pleomorphism,  nuclear  chromatin  irreg- 
ularities with  increased  and  aberrantly  located 
mitotic  activity  in  epithelia.*'  It  is  a term  used 
most  commonly  by  pathologists  to  describe  le- 
sions intermediate  between  normal  cells  and  can- 
cer in  the  uterine  cervix.  In  1983,  a group  of  GI 
pathologists  review^ed  biopsies  and  resection 
specimens  from  patients  with  ulcerative  colitis, 
and  classified  pre-cancerous  changes  as  low  grade 
dysplasia  and  high  grade  dysplasia,  based  on  his- 
tological features.'®  This  terminology  was  rapidly 
accepted,  and  it  is  now  quite  common  to  extend 
it  to  colonic  polyps  as  was  originally  proposed  by 
Morson'®  (See  Figs  I and  2).  In  this  context,  se- 
vere dysplasia  should  replace  the  term  “carci- 
noma in  situ"  when  severe  dysplastic  changes  are 
seen  above  the  basement  membrane  of  the  colonic 
epithelium.  In  fact,  the  use  of  carcinoma  in  situ 
on  some  pathological  reports  has  moved  some 
surgeons  to  follow^  up  a polypectomy  with  a colon 
resection.  This  is  not  an  academic  or  theoretical 
point  since  w'e  and  other  fellow  pathologists  have 
seen  cases  of  severe  dysplasia  in  a polyp  treated 
by  a segmental  colectomy,  when  in  fact,  the  pa- 
tient would  have  been  cured  by  the  excision  of 
the  polyp.  Regarding  the  term  atypia,  we  agree 
with  Robert  Pascal,  when  he  states:  “The  intro- 
duction of  the  w'ord  dysplasia  to  describe  those 
changes  that  exceeded  the  limits  of  adenomatous 
neoplasia,  but  fell  short  of  those  of  invasive  car- 
cinoma, seems  to  be  an  admirable  alternative  to 
the  noncommittal  ‘atypia’  in  frequent  use.”'‘^  Pro- 
viding that  low  grade  dysplasia  in  ulcerative  col- 
itis looks  like  an  adenomatous  mucosa  (see  Fig 
1),  it  follow's  that  any  tubular  adenoma  has  a “low 
grade  dysplasia”  status. 

QUESTION : A resected  villous  adenoma  was  la- 
beled by  one  pathologist  as  carcinoma  in  situ,  and 
by  another  as  “intramucosal  carcinoma.”  How- 
ever, this  lesion  appears  to  be  invasive.  If  the 
patient  is  young  and  barring  any  contraindica- 
tion to  surgery,  it  seems  to  me  that,  I should 
perform  a partial  colectomy.  Is  this  true? 

ANSWER:  Again,  the  terminology  used  by  these 
two  pathologists  denotes  lack  of  uniformity  in 


September,  1989  — Vol.  72 


319 


Fig  1.  Microphotograph  of  low  grade  dysplasia  in  tu- 
bular adenoma.  Notice  the  hyperchromatic  nuclei  which 
are  still  in  contact  with  the  basement  membrane  (small 
arrow),  as  well  as  the  mucin  secreting  cells  maintaining 
proper  polarity.  (X400). 


nomenclature  and  can  be  contusing  in  terms  of 
the  degree  of  penetration  of  the  carcinomatous 
growth.  Tumors  that  perforate  the  basement 
membrane,  but  are  above  the  muscularis  mucosa, 
are  called  carcinoma  in  situ  by  some  prestigious 
surgical  pathologists'*  and  intramucosal  carci- 
noma by  other  surgical  pathologists  of  equal  rep- 
utation.We  prefer  to  avoid  using  the  term  car- 
cinoma in  situ  for  colonic  malignant  growths 
because  some  authors  use  this  term  exclusively 
for  malignant  grow'ths  above  the  basement  mem- 
brane (See  previous  question).  Intramucosal  car- 
cinomas can  be  present  in  both  tubular  and  vil- 
lous polyps.  When  present  in  tubular  adenomas, 
they  may  invade  the  stalk  to  a level  no  deeper 
than  the  muscularis  mucosa  (See  Fig  3).  It  is  well 
known  that  this  type  of  invasion  has  never  been 
found  to  be  associated  with  lymph  node  metas- 
tasis.^" The  reason  for  this  favorable  behavior  is 
explained  by  the  lack  of  lymphatic  vessels  in  the 
lamina  propria  of  the  large  bowel  in  contrast  to 
that  of  the  small  bowel. Consequently,  in  the 
case  of  tubular  adenomas,  even  with  tumor  in- 
vasion of  the  stalk,  nothing  other  than  a simple 
polypectomy  needs  to  be  done,  provided  the  ma- 
lignancy does  not  penetrate  the  muscularis  mu- 
cosa.^' With  a sessile  villous  adenoma,  however, 
the  endoscopist  should  be  sure  that  the  entire 
polyp  has  been  resected.  In  this  case  the  pathol- 
ogist clearly  should  be  warned  before  the  gross 
dissection  of  the  specimen.  This  is  the  time  when 
a proper  communication  between  the  pathologist 
and  endoscopist  is  of  tremendous  value.  The  his- 
topathologist  may  report  that  the  polyp  was  com- 
pletely excised  if  he/she  has  found  normal  sur- 
rounding mucosa  in  serial  sections  of  a well  oriented 


Fig  2.  Fligh  degree  dysplasia  in  a tubular  adenoma, 
glands  are  overcrowded  with  nuclei  migrating  to  the 
surface  (small  arrow).  Mucin  is  secreted,  on  occasion, 
toward  the  basement  membrane  (large  arrow).  (X500) 


specimen,  as  was  the  case  in  your  patient.  On  the 
other  hand,  there  are  cases  in  which  the  micro- 
sco])ic  examination  of  serial  sections  (iqj  t(.)  40 
sections  should  be  examined  in  certain  polyps) 
cannot  produce  convincing  evidence  of  the  de- 
gree of  penetration  of  the  carcinomatous  growth. 
We  have  had  many  cases  of  large  proximally  lo- 
cated villous  adenomas,  which  were  biopsied  in 
small  fragments  that  were  difficult  to  orient  in 
the  paraffin  block  and  even  more  difficult  to  as- 
sess in  the  serial  H.!^E  stained  sections.  Conse- 
quently, in  such  cases  we  have  recommended  a 
segmental  bowel  resection  to  rule  out  an  invasive 
carcinoma  (eg,  a carcinomatous  invasion  beyond 
the  muscularis  mucosa). 

QUESTION : A patient  who  is  35  years  old  has 
come  to  my  office  with  multiple  polyps  (about  12 
of  them).  The  pathologist  has  called  them  juve- 
nile polyps.  Given  the  age  of  this  patient,  is  that 
possible? 

ANSWER:  Yes.  One  third  of  juvenile  (retention 
polyps)  are  found  in  adults.  However,  rarely  do 
we  see  multiple  polyps  of  this  type  throughout 
the  bowel,  such  as  in  multiple  juvenile  polyposis, 
a condition  that  is  associated  with  development 
of  tubular  adenomas  and  adenocarcinoma  of  the 
large  bowel,  duodenum,  stomach,  or  pancreas.-* 

23 

QUESTION:  Is  every  colonic  carcinoma  pre- 
ceded by  a polyp? 

ANSWER:  This  is  a question  that  some  authors 
will  answer  with  a definitive  yes,  but  we  disagree 
with  them,  and  we  are  in  good  company.  There 
is  histological  evidence  of  colorectal  cancers  aris- 
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Fig  3.  A)  Any  malignant  changes  above  basement 
membrane  should  be  referred  to  as  mild,  moderate,  or 
severe  dysplasia.  The  term,  carcinoma  in  situ,  should 
be  avoided  for  severe  dysplasia.  Intraepithelial  carci- 
noma is  also  used  by  some  authors,^°  but  v/e  prefer  to 
avoid  the  use  of  carcinoma  in  these  cases. 

B)  Tumor  cells  above  muscularis  mucosa  should  be 
called  intramucosal  carcinoma.2°  Carcinoma  in  situ  is 
used  by  some  authors, but  is  confusing.  Probably  the 
best  way  is  to  mention  in  the  pathological  diagnosis 
that  the  tumor  has  not  penetrated  the  submucosa. 

TUBULAR  TUBULO-VILLOUS  VILLOUS 


MusCUlans^^^OOOOOOOOOOOOOOO  OOOOOOOOQOOOOOOOOOOOOOOO^OOO 


ing  de  novo.  Furthermore,  we  agree  with  Rosai 
that  there  are  extremely  minute  cancers  which 
are  not  associated  with  polyps  and  lack  any  ad- 
enomatous changes.’^  In  addition,  it  should  be 
stressed  that  the  distribution  of  polyps  and  car- 
cinomas in  the  colon  can  differ. 

QUESTION:  Is  there  any  relationship  between 
the  size  of  the  polyps  and  their  tendency  to  be- 
come malignant? 

ANSWER:  Yes.  It  is  well  known  that  polyps  under 

1 cm  in  diameter  have  a low'  incidence  of  carci- 
noma (about  1 per  cent);  whereas,  polyps  1-2  cm 
in  diameter  have  a higher  cancer  incidence  (1- 
10  per  cent).  Furthermore,  polyps  greater  than 

2 cm  have  a cancer  incidence  of  about  50  per 
cent.'^ 

QUESTION:  What  is  the  latest  information  about 
CEA  carcinoembryonic  antigen  (CEA)  and  co- 
lonic carcinoma? 

ANSWER:  CEA  is  a cancer  cell  glycocalix  related 
antigen  demonstrated  in  fetal  epithelial  cells, 
particularly  the  mucin  secreting  types. -®It  is  pres- 
ent in  minimal  amounts  in  normal  cells,  and  the 
use  of  monoclonal  antibodies  for  its  detection 
provides  a much  higher  tumor  specificity  than 
polyclonal  anti-CEA.-^*’  CEA  disappears  after  tu- 
mor resection  and  reappears  in  the  event  of  re- 
currence or  metastasis  provided  the  original  tu- 
mor produced  CEA.  The  highest  values  appear 
in  patients  with  poorly  differentiated  neoplasms 
or  tumor  invasion  of  lymphatics  or  vessels.-'  Be- 


Table 1.  Neoplastic  Colonic  Polyps 

Type  of  Polyp 

Synonym 

Gross  and  histological 
characteristics. 

Malignant  Potential 

Tubular 

Adenomatous 

Usually  pedunculated 

adenoma 

polyp 

but  may  be  sessile. 
Grossly  usually  under  1 
cm  in  diameter.  Low 
malignant  potential. 

Villous 

Villous 

Sessile,  but  less  than 

adenoma 

papilloma 

10  percent  are 
pedunculated.  Can  be 
up  to  7 cm  in  diameter. 
High  malignant 
potential. 

Tubulovillous 

Villoglandular 

Usually  pedunculated. 

adenoma 

polyp  papillary 

Usually  less  than  4 

adenomas. 

cm.  Intermediate 
malignant  potential. 

cause  the  CEA  values  can  be  elevated  in  individ- 
uals with  chronic  liver  or  renal  disease,  and  are 
not  elevated  in  the  early  stages  of  colonic  neo- 
plasia, it  is  not  a good  test  for  screening.  In  fact, 
some  third  party  payers  in  Rhode  Island  will  not 
reimburse  for  this  procedure  because  they  feel 
CEA  values  are  nonspecific  and  not  necessary  to 
evaluate  a patient  with  colon  neoplasia.  We  find 
this  stance  unjustified  since  CEA  testing  is  in- 
valuable for  monitoring  therapy  and  early  de- 
tection of  metastases,  and  is  a useful  indicator 
for  second-look  surgery. Two  other  tumor-as- 
sociated antigens,  CA  19-9  and  CA  125,  are  used 
to  discriminate  tumor  from  non-tumor  cells  by 
immunoperoxidase,  but  anti-CEA  appears  to  be 
more  sensitive. 
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pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

ConLaindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.L2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  F3.4  i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to '/?  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied;  Oral  tablets  of  Yocon’  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10, 
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Health  Care  Research  on  the 
Aged  & Chronically  III 

Vincent  Mor,  PhD 


. . . The  major  research  efforts  in  the  Cen- 
ter are  directed  toward  the  investigation 
of  the  diverse  problems  associated  with 
the  health  and  social  service  needs  of  the 
elderly  and  persons  with  chronic  diseases. 


Background 

Reduced  fertility,  infant  mortality  and  deaths  due 
to  infectious  disease  have  drastically  altered  the 
age  distribution  of  the  US  population  this  cen- 
tury.' Life  expectancy  at  birth  has  increased 
nearly  30  years  since  1900.^  Yet  all  mortality  gains 
have  not  been  attributable  only  to  reductions  in 
infant  mortality;  life  expectancy  at  65  has  also 
increased  from  13.9  in  1950  to  16.9  today. ^ Age 
specific  death  rates  for  ischemic  heart  disease 
and  stroke  have  been  dropping  rapidly  for  the 
past  three  decades  even  among  those  over  85.' 
While  age-adjusted  cancer  mortality  rates  have 
not  decreased  since  1950,  five  year  survival  has 
increased  for  most  cancers,  meaning  that  pa- 
tients are  living  with  their  illness  for  longer  pe- 
riods of  time.^ 

This  growing  population  of  chronically  ill  and 
elderly  in  the  US  represents  a major  social  policy 
challenge  since  older  persons  are  the  highest  users 
of  health-care  resources;  a trend  that  can  be  ex- 
pected to  increase  over  the  next  several  decades. 
Advances  in  medical  technology  have  positive  di- 
mensions such  as  increasing  life  expectancy  and 
identifying  diseases  early  enough  to  permit 
meaningful  treatment,  but  they  also  raise  diffi- 
cult social  and  ethical  issues  about  resource  al- 
locations and  make  it  imperative  that  we  invest 
wisely  in  health-care  innovations  that  are  cost- 
effective.  Increasingly,  medical  educators  have 
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advocated  incorporating  clinical  epidemiology, 
health  services  research  and  health  policy  into 
the  fabric  of  graduate  and  post-graduate  edu- 
cation.^ ^ In  the  current  public  debate  about 
changing  Medicare  reimbursements  for  physi- 
cians, Congress  has  recommended  evaluations  of 
the  outcomes  of  medical  care,  particularly  for 
procedures  to  treat  the  chronically  ill  patient.® 

Brown  University  Center  for  Gerontology  and 
Health  Care  Research 

In  light  of  these  and  other  issues,  the  Brown 
University  Program  in  Medicine  founded  the 
Center  for  Gerontology  and  Health  Care  Re- 
search. Initially  funded  by  the  Federal  Admin- 
istration of  Aging  as  a consortium  of  academic 
institutions  in  Rhode  Island  and  Southeastern 
Massachusetts  with  strong  faculty  interests  in 
long-term  care  services  for  the  aged  and  chron- 
ically ill,  it  has  now  evolved  into  the  central  co- 
ordinating force  for  multidisciplinary  education 
and  research  in  aging  and  long-term  care  within 
Brown.  Currently,  the  major  research  efforts  in 
the  Center  are  directed  toward  the  investigation 
of  the  diverse  problems  associated  with  the  health 
and  social  needs  of  the  elderly  and  persons  with 
chronic  diseases.  The  approach  taken  is  based 
upon  the  premise  that  interventions  should  max- 
imize functioning,  integrate  the  physical  and 
mental  aspects  of  health,  and  remove  barriers  to 
service  access.  Research  projects  are  undertaken 
in  collaboration  with  faculty  in  the  Brown  Uni- 
versity-affiliated hospitals  and  faculty  from  non- 
medical University  Departments  such  as  Sociol- 
ogy, Applied  Mathematics  and  Political  Science. 
The  Center  also  participates  in  educational  pro- 
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grains  in  geriatrics  and  health  services  researcli 
at  the  undergraduate,  graduate  and  jjost-grad- 
uate  level  via  the  Departments  of  Connnunity 
Health,  Medicine,  Family  Practice  and  I^sychia- 
iry. 

(Center  research  jnojects  conducted  over  the 
past  ten  years  have  relied  extensively  on  the  col- 
laboration of  Rhode  Island  physicians  and  insti- 
tutional health-care  jjroviders.  Whether  it  has 
been  referring  patients  to  us  for  interview,  jier- 
mitting  us  access  to  hospital  medical  records  or 
being  randomized  into  control  or  experimental 
arms  of  a nursing  home  study,  our  experience 
has  consistently  validated  the  clictum  that  Rhode 
Island  is  a wonderf  ul  laboratory  for  epidemiol- 
ogical research. 

The  purpose  of  this  article  is  to  describe  the 
major  research  themes  which  currently  charac- 
terize the  activities  of  Center  faculty.  In  describ- 
ing each  theme,  several  examples  of  past  and 
present  research  activities  are  presented,  along 
with  references  to  publications  emanating  from 
them. 

Research  Themes 

Research  studies  undertaken  by  Center  faculty 
revolve  around  the  major  issues  in  long-term  care 
and  chronic  disease  which  range  from  studies  of 
the  effectiveness  of  interventions,  to  basic  re- 
search on  approaches,  to  measuring  the  morbid- 
ity and  functional  outcomes  experienced  by  the 
elderly  and  chronically  ill.  Many  projects  have 
multiple  components  and  are  undertaken  be- 
cause of  their  interdisciplinary  nature.  This  de- 
scription demonstrates  the  range  of  research  un- 
dertaken as  well  as  the  consistency  of  interests 
among  them. 

Evaluations  of  Innovative  Interventions 

This  is  the  theme  of  many  past  and  current  stud- 
ies undertaken  by  Center  faculty.  Much  of  med- 
ical practice  has  evolved  without  research  on  the 
effectiveness  of  new  methods.  Recently,  greater 
emphasis  has  been  placed  upon  studying  the  long 
term  outcomes  of  medical  care,  but  such  large 
scale  “field  experiments”  are  still  relatively  rare. 
Innovations  in  the  organization  of  medical  care, 
who  delivers  it,  how  it  is  reimbursed  and  how  it 
is  regulated,  can  have  as  much  of  an  effect  on 
the  well-being  of  elderly  and  chronically  ill  pa- 
tients as  new  medical  approaches. 

One  of  the  earliest  evaluations  conducted  at 
the  Center  was  the  National  Hospice  Study  in 
which  we  examined  the  impact  of  the  home  and 
hospital-based  models  of  hospice  care  on  the 
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(juality  of  life  ancl  costs  experienced  by  terminal 
cancer  patients  and  their  caregivers.’  "'  The  ma- 
jor outcomes  examined  were  defined  in  terms  of 
the  f unction  of  patients  and  the  ])sychosocial  dis- 
tress experienced  by  their  caregivers.  We  relied 
uj)on  interdiscij)linary  collaboration  to  expand 
upon  existing  measures  of  these  constructs  and 
t(j  describe  the  organizational  and  clinical  nature 
of  the  intervention."' 

4 he  environment  in  which  care  is  provided  has 
also  been  shown  to  have  an  ef  fect  on  patient  out- 
comes. Center  faculty  evaluated  the  impact  of  a 
special  “Senior  Care  Unit”  for  patients  75  and 
over  whose  acute  medical  problems  are  fre- 
quently complicated  by  jjre-existing  chronic  con- 
ditions as  well  as  by  cognitive  and  functional  im- 
pairments."'' This  interdisciplinary  project 
examined  functional,  cognitive  and  af  fective  out- 
comes in  the  tradition  of  past  studies  of  Geriatric 
Assessment  Units. 

We  have  also  evaluated  the  effects  of  restruc- 
turing the  setting  in  which  medical  oncology  is 
traditionally  provided,  from  inpatient  to  day  hos- 
pital, and  found  that  patients  living  at  home  dur- 
ing intensive  chemotherapy  suffer  no  untoward 
effects,  place  no  greater  burden  on  their  families 
and  prefer  it  to  remaining  in  the  hospital.  Since 
cost-effectiveness  is  an  important  consideration 
in  studying  the  impact  of  policy  innovations,  we 
compared  the  costs  experienced  by  inpatient  and 
day  hospital  patients  and  found  substantial  sav- 
ings associated  with  day  hospital  care.'^ 

Many  aspects  of  medical  and  long-term  care 
are  regulated  by  state  governments,  particularly 
nursing  homes.  Traditionally,  the  emphasis  has 
been  on  structural  aspects  of  care  rather  than  the 
process  of  patient  care.  To  study  the  effect  of 
introducing  a new',  patient-oriented  approach  to 
nursing  home  regulatory  review,  with  the  assist- 
ance of  the  Rhode  Island  Department  of  Health, 
we  randomly  assigned  all  nursing  homes  in  the  j 
state  to  be  reviewed  using  the  old  verses  the  new  : 
approach  and  found  that  the  new  approach 
yielded  more  patient  care-related  deficiencies  and  ! 
seemed  more  meaningful  to  both  reviewers  and  j 
staff.'®  : 

Other  programmatic  innovations  w e have  eval- 
uated include  a health  promotion  program  im- 
plemented for  Medicare  beneficiaries  in  Bos-  j| 
ton,'’  community  based  case  management  i 

programs  for  persons  w'ith  AIDS  in  cities  across  | 
the  country,'"  and  a short  term,  nurse-supervised  | 

case  management  program  for  cancer  patients 
undergoing  outpatient  chemotherapy.'®  In  each  i 

instance  our  approach  has  been  interdisciplinary 
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and  the  outcomes  of  interest  are  selected  do- 
mains of  patient  function  as  well  as  program  cost- 
effectiveness. 

Function  of  the  Elderly  and  Chronically  111 
Patient  as  an  Outcome  Variable 

Use  of  function  as  an  outcome  of  medical  care 
instead  of  mortality  or  morbidity  is  a fairly  new 
phenomenon,  in  large  part  pioneered  by  Sidney 
Katz,  MD,  former  Director  of  the  Center.  The 
Katz  Activities  of  Daily  Living  scale  developed 
nearly  40  years  ago  was  the  forerunner  of  a whole 
class  of  measures  of  functional  outcome  which 
we  at  the  Center  continue  to  expand.  For  ex- 
ample, Dr  Katz  studied  the  notion  of  function  as 
an  outcome  measure  and  applied  actuarial  meth- 
ods to  predict  the  “active  life  expectancy”  of  per- 
sons living  in  the  community,-'^  ie,  the  number 
of  years  of  independent  living  various  categories 
of  people  can  anticipate.  We  extended  the  Ac- 
tivities of  Daily  Living  Scale  to  include  other  in- 
strumental functions  such  as  preparing  meals  and 
shopping,  and  tasks  requiring  strength  and  stam- 
ina such  as  climbing  stairs  and  carrying  groceries, 
and  found  that  individuals’  lose  the  capacity  to 
perform  these  tasks  independently  in  an  ordered 
hierarchical  manner.^’ 

When  function  is  viewed  as  an  outcome,  loss 
of  functional  independence,  or  decline,  can  be 
seen  as  a morbid  event  with  an  identifiable  in- 
cidence rate  and  risk  factors.  Using  this  per- 
spective, Dr  Katz  projected  the  number  of  years 
persons  over  65  would  live  before  becoming  im- 
paired.^'’ We  expanded  upon  that  initial  work  to 
include  several  degrees  of  impairment  relevant 
to  projecting  need  for  various  long-term  care 
services.  Recently,  we  developed  projections  of 
the  degree  and  prevalence  of  functional  impair- 
ment that  would  be  present  in  the  population  75 
and  over  living  in  2020. 

We  have  addressed  multidimensional  aspects 
of  human  function  both  in  the  development  of 
systems  of  assessing  the  hospitalized  and  frail 
elderly^^  and  in  refining  existing  scales  measur- 
ing mood  state^®  and  cognitive  functioning. Re- 
cent research  conducted  on  cancer  patients  at  the 
Center  has  emphasized  the  connection  between 
physical  function  and  quality  of  life.^' 

Currently,  faculty  and  staff  at  the  Center  are 
working  with  a consortium  of  researchers  in  long- 
term care  to  develop  and  test  the  Congressionally 
mandated  minimum  data  set  for  nursing  home 
patients.  This  system  is  intended  to  provide  a 
basis  for  assessing  the  quality  of  care  by  exam- 
ining residents’  functional  outcomes.  This  work 


is  an  outgrowth  of  earlier  research  examining  the 
feasibility  of  using  measures  of  functional  health 
in  nursing  home  populations  as  indicators  of  the 
quality  of  care  provided  by  the  homes. 

Developing  the  Science  of  Functional 
Assessment 

Just  as  laboratory  scientists  must  strive  to  perfect 
measurement  of  the  processes  they  study,  so  do 
the  clinical  and  social  science  faculty  in  the  Cen- 
ter devote  considerable  effort  to  improving 
measures  of  human  function.  Clinical  assessment 
of  patient  function  requires  that  the  assessors 
agree  on  the  principles  and  interpret  the  infor- 
mation about  patients  similarly.'^  The  survey  ap- 
proach requires  that  questions  regarding  func- 
tion are  well  calibrated  and  elicit  precise  relevant 
responses,  since  small  changes  in  question  format 
can  make  a big  dif  f erence  in  estimates  of  the  prev- 
alence of  dysfunction  in  a population.'^ 

Finally,  data  derived  from  medical  records  can 
only  be  as  accurate  as  the  records  themselves, 
meaning  that  record  quality  may  be  the  biggest 
determinant  of  observed  differences  in  func- 
tion.^*^  Center  faculty  have  been  exploring  the 
consistency  of  these  different  sources  of  data, 
specifically  interested  in  whether  measures  of 
function  taken  from  different  sources  yield  re- 
lationships similar  to  other  constructs  such  as 
diagnosis,  length  of  stay  and  even  surviv- 

21,  22,  30 

Health  Service  Utilization  Patterns 

A number  of  Center  research  projects  have  been 
devoted  to  understanding  the  determinants  of 
utilization  of  health  services  among  aging  and 
chronically  ill  persons.  The  “Cancer  and  Aging 
Study”  was  undertaken  to  examine  the  effect  of 
age,  function  and  social  support  on  receipt  of 
definitive  cancer  treatment  post-diagnosis.'" 
Other  studies  have  examined  the  health  service 
use  consequences  of  falls  among  community 
dwelling  elderly^^  and  of  functional  decline.-’ ‘ 
Given  the  concern  about  the  high  cost  of  medical 
care,  many  of  our  studies  of  health  services  use 
incorporate  measures  of  total  cost  which  can  then 
be  related  to  patient  function,  disease  stage  or 
proximity  to  death." 

Another  important  area  of  service  use  research 
conducted  by  Center  faculty  is  variation  in  health 
services  use  as  a function  of  the  course  of  chronic 
disease  and  aging.  Specifically,  studies  relating 
changes  in  patient  function  to  changes  in  nursing 
home  levels  of  care,  rehospitalization  of  nursing 
home  patients  and  institutionalization  have  been 
completed. 
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Targetting  Long-Term  Care  Services 

In  the  presence  of  scarce  resources  it  is  crucial 
to  assure  tliat  services  are  provided  to  those  who 
most  need  them.  Center  faculty  have  studied 
strategies  to  target  set  vices  to  the  needy.  Work- 
ing with  the  state  of  Clonnec  ticut,  I)ej)artment  of 
Income  Maintenance,  Center  investigators  de- 
vised a “.screening”  instrument  to  identify  hos- 
j)italizecl  and  community-dwelling  elders  aj)j)ly- 
ing  for  nursing  home  placement  who  might  fare 
fietter  with  community  services.  Currently  this 
and  similar  screens  in  other  states  are  being  tested 
under  a grant  from  the  Health  (^are  Financing 
Administration.  Several  studies  examining  the 
impact  of  innovative  delivery  systems  have  been 
re-analyzed  to  determine  whether  selected  sub- 
groups of  patients  henefitted  more  or  less  from 
the  interventions. 

A series  of  studies  of  cancer  patients  undergo- 
ing radiation  or  chemotherapy  for  recurrent  dis- 
ease has  identified  the  prevalence  cjf  patients  with 
“unmet”  needs  for  assistance  such  as  house- 
keeping, transportation  or  other  tasks  that,  if  not 
met,  may  compromise  patients’  ability  to  con- 
tinue to  be  treated.'®  The  screening  approach  is 
also  utilized  to  target  interventions  tested  as  part 
of  a randomized  trial  of  short  term  case  man- 
agement. 

Future  Research 

Center  faculty  are  currently  addressing  basic  and 
applied  research  issues  in  the  areas  enumerated 
above.  We  are  expanding  our  focus  in  several 
directions  including  greater  emphasis  on  policy- 
relevant research  as  well  as  further  basic  research 
on  elders’  preventive  health  practices  that  might 
affect  their  risk  of  functional  decline.  We  are  also 
expanding  upon  our  current  research  in  Contin- 
uing Care  Retirement  Communities  and  hope  to 
use  our  relationship  with  several  such  health  and 
social  service  residential  programs  as  a “labora- 
tory” for  studying  patterns  of  functional  decline 
and  their  relationship  to  individuals’  physical,  so- 
cial and  intellectual  activities.  Finally,  we  are  very 
interested  in  forging  further  connections  be- 
tween functional  and  biological  research  on  older 
adults. 

We  look  forward  to  continuing  our  highly  suc- 
cessful collaborative  relationship  with  physicians, 
hospitals  and  nursing  homes  in  Rhode  Island. 
We  also  hope  to  be  able  to  return  to  the  health- 
care providing  community  the  results  of  our  re- 
search efforts  in  a form  that  improves  the  health 
related  quality  of  life  of  the  chronically  ill  Rhode 
Island  population. 
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Address  correspondence  to  Vincent  Mor,  PhD,  Box  G, 
Brown  University,  Providence,  Rhode  Island,  02912 
(401)  863-3490. 


It  brings  out  the  best  in  all  of  us. 


CHARTER 

MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  E\MILY  PRACTICE 

ONCOLOCY 

CENERAL  SURGERY  NEUROSURGERY 

ENDOCRINOLOGY  NEUROLOGY 

Group  practice,  solo,  or  urgent  care  settings  avail- 
able through  our  acute  care  hospital  network  lo- 
cated in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of 
Atlanta  in  a growing  family-oriented  community, 
where  you  can  avoid  traffic  and  enjoy  a rewarding 
professional  career. 

Please  contact  Stephen  Wofford  collect  at  912/741- 
6283  for  a confidential  consultation  or  write  to  Ste- 
phen Wofford,  Director  of  Physician  Recruiting, 
Charter  Northside  Hospital,  P.  0.  Box  4627,  Ma- 
con, GA  31208. 
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NETWORK 


The  Margin  of  Difference  in 
Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY,  IV  PAIN 
MANAGEMENT,  TPN  AND  OTHER  INFUSION 
THERAPIES 

CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


JCAHO  MANDATES  QUALITY. 

Our  IV  Lab  is  a Certified  Class 
1 000  Clean  Room 
. . . The  Only  One  Of  Its  Kind  In 
Rhode  Island. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE,  R.l.  02903 


There  must  be  a good  reason  why 

we’ve  become  the 
trusted  back-up 
resource  for  more 
Rhode  Island 


UNTIED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we're  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  We've  been  doing  it  dependably 
for  many  yfars. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)  781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cmnston/Warwtck  City  Line 


HEALTH  BY  NUMBERS 


Rhode  Island 
Department  of  Health 
H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Lyme  Disease  in  Rhode  Island 


Lyme  disease  is  a treatable  multi-system  disorder  caused  bv 
Borrelia  burgdorferi  which,  in  Rhode  Island,  is  transmitted 
through  the  bite  of  the  tick  Ixodes  dammini.  Onset  of  the 
illness  is  usually  heralded  by  erythema  chronicum  migrans, 
the  pathognomonic  rash,  which  may  be  accompanied  by 
fever  and  other  systemic  symptoms.  Later  manifestations 
may  include  chronic  arthritis  and  neurologic  and  cardiac 
abnormalities. 

Reports  of  Lyme  Disease  in  Rhode  Island  have  been  in- 
creasing rapidlv  over  the  past  several  )ears.  In  fact,  there 
has  been  an  average  annual  increase  of  over  forty-three 
percent.  Since  Lyme  Disease  did  not  become  a required 
reportable  disease  until  mid- 1989,  the  increase  in  case  re- 
ports between  1982-88  may  partially  reflect  improved  re- 
porting as  well  as  an  increase  in  cases. 

,\s  with  other  tick  borne  disease,  cases  tend  to  be  reported 
in  the  summer  months  with  a peak  in  the  month  of  August. 
Fewer  new  cases  are  reported  in  the  colder  months  when 
the  tick  is  not  active  and  people  tend  not  to  have  as  much 
exposed  skin. 

The  reporting  of  Lyme  Disease  varies  geographically 
throughout  the  state.  The  highest  rates  are  found  in  the 
southern  section  of  the  state  and  decrease  towards  the  north 
and  east.  The  town  of  New  Shoreham  (Block  Island)  had 
the  highest  rate  in  Rhode  Island  in  1988. 

Surveillance  for  this  disease  is  expected  to  improve  with 
the  new  requirement  that  cases  of  Lyme  Disease  must  be 
reported  to  the  Rhode  Island  Department  of  Health.  As 
well,  the  Health  Department  is  sponsoring  studies  of  tick 
ecology  and  Lyme  seroepidemiology  in  Rhode  Island. 

For  additional  information  on  Lyme  Disease,  please  refer 
to: 

Jost  EE,  Rittmann  MA,  DeBuono  BA.  Lyme  Disease,  Rhode  Island 
Medical  Journal  1988:463-473. 

Hyland  KE,  Amr  ZS,  Hu  R.  Lyme  Borreliosis  and  Other  Tick- 
borne  Diseases  in  Rhode  Island,  Rhode  Island  Medical  Journal 
1988:475-486. 
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Lyme  Disease  Cases  by  Month  Reported 
Rhode  Island,  1987-1988 
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Figure  1 

Lyme  Disease  Cases  by  Year  Reported 
Rhode  Island,  1982-1988 
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Figure  3 

Lyme  Disease  Cases 
by  County  of  Residence 
Rhode  Island,  1988 
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Submitted  by  the  Division  of  Disease  Control,  Barbara  A.  BeBuono,  MD,  MPH,  Medical  Director.  Health  By  Numbers  is  edited  by  Jay  S. 
Buechner,  PhD,  and  William  J.  Waters,  Jr.,  PhD. 
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What  makes  a financing  package  come  together  so  quickly?  Responsive  and 
personalized  service. 

Your  Hospital  Trust  Private  Banker  makes  your  financial  needs  his  or  her  top  priority. 

You  have  worked  hard  to  achieve  significant  income  and  growing  assets.  Now  you 
require  a custom-tailored  response  to  your  changing  financial  neect. 

Call  Private  Banker  Richard  Kuntemeier,  Senior  Vice  President,  401-27cS-7648.  For  the 
service,  the  creativity,  the  resources. 


THE  PRIVATE  BANK 
HospitalTrust 

We  Want  To  Help 

A Bank  of  Boston  Company 


Member  FDIC 


Equal  Opportunity  Lender 


ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons^he  U.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


/#  TTie  caliber  of  physicians  you  meet  in  the  Axmy 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Aymy  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


’ulvules' 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  lor  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneutoomae,  Haetoophilus  influeoiae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECIOR  should  BE  ADMINISTERED  CAUTIOUSLY  TO  PENICILLIN 
SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Pracautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  m overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  ate  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthraigia.  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dimness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children! 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape^  (glucose 
enzymatic  test  strip,  Lilly],  loeiossii 

Additional  information  available  from  Pv  2351  amp 

Ell  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


® 1988.  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


Reporting  Period  12  Months  Ending  with  May  1989 


May  1989 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1255 

14,744 

14.8* 

Deaths 

804 

9,815 

9.9* 

Infant  deaths 

(10) 

(142) 

9.6t 

Neonatal  deaths 

(8) 

(104) 

7.1t 

Marriages 

856 

8,407 

8.5* 

Divorces 

338 

3,843 

3.9* 

Induced  Terminations 

594 

7,716 

523.3t 

Spontaneous  Fetal  Deaths 

79 

1,120 

76.0t 

Under  20  weeks’  gesta- 

(69) 

(984) 

66.7t 

tion 

20  + weeks’  gestation 

(10) 

(114) 

7.7t 

'Rates  per  1,000  estimated  population. 


fRates  per  1,000  live  births. 


Underlying  Cause  of 

Reporting  Period 

12  Months 

Ending  with 

February 

Death  Category 

February  1989 

1989 

Number  (a) 

Number  (a) 

Rates  (b) 

Diseases  of  the  Heart 

296 

3,570 

359.5 

Malignant  Neoplasms 

172 

2,436 

245.3 

Cerebrovascular  Diseases 

59 

625 

62.9 

lnjuries(Accident,  Suicide,  Homicide) 

42 

439 

44.2 

Chronic  Obstructive  Pulmonary  Dis- 

26 

329 

33.1 

ease  (CORD) 


(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  estimated  population, 

NOTE;  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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The  Trustees  of  the  Fiske  Fund 
of  the  Rhode  Island  Medical  Society 
are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1989 


to  be  awarded  for  an  original  contribution  submitted  by  licensed 
Rhode  Island  physicians.  Eligible  for  the  1989  competition  are 
original  manuscripts  not  submitted  elsewhere  covering  medical 
topics  of  a scientific,  clinical,  socio-economic,  or  historical  nature. 

Submissions  must  be  in  English. 

The  award,  initiated  in  1836,  is  named  after  Caleb  Fiske  (1753-1834)  who 
was  a Rhode  Island  physician  and  Judge,  Army  surgeon,  and  a descendant 
of  Roger  Williams. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  January  1,  1990  to  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island 
02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  Trustees  reserve  the  right  to  award  one  or  more  prizes. 

4)  The  award  recipient(s)  must  transfer  copyright  privileges  to  the  Trustees  of  the  Caleb 
Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will  be  considered  for  publi- 
cation in  the  Rhode  Island  Medical  Journal,  subject  to  review  by  the  Editorial  Board. 

5)  The  award  recipient(s)  will  be  presented  with  the  prize  amount,  to  be  determined  by 
the  Board  of  Trustees  of  the  Caleb  Fiske  Fund,  at  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  to  be  held  in  May,  1990. 
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Ethics,  The  Law  and  Medicine 


HARD  CHOICES:  Medical  Ethics,  Law  and 
Health  Policy 

edited  by  Edward  N.  Beiser,  PhD,  JD 


The  Marcia  Gray  Case 

What  with  decisions  about  abortion  and  flag- 
burning, the  Supreme  Court’s  just  concluded 
term  has  dominated  the  news  this  spring.  Hidden 
among  the  headlines  was  word  that  the  Justices 
had  agreed  to  review  next  year  a Missouri  case 
involving,  as  one  newspaper  put  it,  the  consti- 
tutionality of  the  “right  to  die”  by  means  of  dis- 
continuing tube-feecling. 

Less  than  a year  ago,  Rhode  Island  found  itself 
on  the  cutting  edge  of  this  major  health  policy 
issue  when  Chief  Judge  Francis  J.  Boyle  of  our 
Federal  District  Court  grappled  with  the  legal 
implications  of  the  refusal  of  the  General  Hos- 
pital to  discontinue  the  tube-feeding  of  Marcia 
Gray.  In  a path-breaking  decision  which  ad- 
dresses a host  of  ethical,  legal,  and  policy  issues, 
Judge  Boyle  ordered  that  the  tube-feeding  be 
discontinued.  Since  the  Supreme  Court’s  deci- 
sion to  hear  the  Missouri  case  guarantees  that 
these  issues  will  be  widely  debated,  and  since 
Judge  Boyle’s  decision  is  now  controlling  law  in 
Rhode  Island,  the  Gray  case  is  a most  appropriate 
topic  for  the  initiation  of  this  column. 

Fhe  editors  of  the  Rhode  Island  Medical  Journal 
and  the  author  of  this  column  claim  no  particular 
ability  to  stipulate  those  ethical  norms  which 
ought  to  inform  the  practice  of  medicine  in  our 
state.  By  instituting  this  column  as  a regular  fea- 
ture, they  share  in  the  widespread  recognition 
that  medicine  is  practiced  in  a social  context,  and 
that  therapeutic  decisions  frequently  involve  fun- 
damental normative  choices,  whether  or  not  we 
choose  to  recognize  them  as  such.  Accordingly, 
the  goal  of  this  column  will  be  to  identify  those 
ethical  issues  which  intrude  into  the  practice  of 
medicine,  then  to  subject  these  issues  to  careful 
analysis  so  as  to  encourage  reflection  and  dis- 
cussion. The  column  will  have  served  its  avowed 
purpose  if  readers  find  themselves  struggling  with 
these  issues,  and  then  thinking  through  their 
personal  positions. 


Facts  of  the  Case 

By  all  accounts,  Marcia  Gray  was  a lovely  per- 
son. The  Court  proceedings  described  her  as  an 
active,  vibrant  and  very  happy  woman  who  jogged 
regularly,  read  avidly,  enjoyed  classical  music, 
and  had  a loving  and  supportive  family.  On  Jan- 
uary 4,  1986,  Ms  Gray,  who  had  until  that  date 
enjoyed  almost  47  years  of  excellent  health,  suf- 
fered a massive  cerebral  hemorrhage.  Despite 
aggressive  medical  intervention  including  nu- 
merous surgical  procedures,  Ms  Gray  never  re- 
gained consciousness  and  was  ultimately  diag- 
nosed as  being  in  a “persistent  vegetative  state.” 
The  court  was  advised  by  medical  authorities  that 
there  was  “no  reasonable  likelihood  of  [Ms  Gray] 
returning  to  a conscious  state,”  and  further,  that 
there  was  “no  chance”  of  her  recovery. 

Some  16  months  following  the  intracranial 
hemorrhage,  her  family  unanimously  requested 
her  attending  physician  to  discontinue  the  tube 
feeding  [via  a G-tube]  and  that  Ms  Gray  be  per- 
mitted to  die,  in  conformity  with  unambiguous 
views  which  she  had  expressed  prior  to  the  onset 
of  her  current  illness.  The  hospital  refused  to 
honor  their  request  and  litigation  ensued. 

The  Logic  of  the  Court’s  Decision: 

The  precise  question  posed  by  Judge  Boyle 
was:  “Whether  or  not  the  State  can  insist  that  a 
person  in  a vegetative  state  incapable  of  intelli- 
gent sensation,  whose  condition  is  irreversible, 
may  be  required  to  submit  to  medical  care  under 
circumstances  in  which  the  patient  prefers  not  to 
do  so.”  His  negative  response  to  this  question  was 
arrived  at  through  the  following  sequence: 

(1)  Is  there  a federal  constitutional  right  to 
refuse  life-sustaining  medical  treatment?  [Boyle 
concluded  that  there  was.] 

(2)  Are  nutrition  and  hydration  supplied 
through  a gastrostomy  tube  properly  to  be  con- 
sidered a form  of  medical  treatment?  [He  con- 
cluded that  they  were.] 
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Although  Ms  (iray  is  now  incoinjjctcnt  |hy 
virtue  ol  her  j^ersisteut  vegetative  slate],  does  she 
retain  the  right  to  have  lier  })rior  determinations 
respected?  [ The  Ca)urt  concluded  tliat  prior  di- 
rectives indeed  must  he  honored.] 

(4)  (iiven  that  Ms  (iray  has  a riglil  to  refuse 
medical  treatment,  including  feeding  through  a 
(i-tuhe,  are  there  any  competing  considerations 
which  would  justify  the  State  in  overriding  Ms 
Ciray’s  right  to  refuse  medical  treatment?  [Judge 
Hoyle  concluded  that  there  were  not,  in  a dis- 
cussion which  addresses  the  alleged  distinctions 
between  ‘ordinary’  and  ‘extraordinary’  means  of 
treatment,  the  alleged  distinctions  between  ‘with- 
holding’ and  ‘withdrawing’  medical  treatment, 
and  the  prevention  of  suicide.] 

(5)  May  the  General  Hospital  and  its  personnel 
be  recjuired  to  participate  in  a procedure  which 
violates  their  own  professional  and  ethical  norms? 
[Judge  Boyle  concluded  that  they  could.] 

Legal  decisions  may  provide  the  basis  for  eth- 
ical analysis.  However,  the  two  — law  and  ethics 
— must  never  be  confused.  Judge  Boyle’s  opin- 
ion, which,  until  and  unless  it  is  reversed  by  a 
higher  court,  remains  the  law  in  Rhode  Island, 
provides  a convenient  framework  for  a discus- 
sion of  fundamental  ethical  issues.  [The  State  of 
Rhode  Island,  probably  for  political  reasons,  did 
not  appeal  Judge  Boyle’s  decision.] 

Is  Patient  Autonomy  Our  Only  Ethical  Value? 

For  the  practicing  attorney,  the  most  impor- 
tant aspect  of  the  Gray  case  was  Judge  Boyle’s 
decision  that  the  federal  Constitution  includes  a 
privacy  right  to  refuse  medical  treatment,  and 
that  if  a patient  had  made  her  wishes  clear  while 
she  had  been  fully  competent,  that  right  was  to 
be  preserved  despite  subsequent  incompetency. 
[The  issue  of  prior  directives  — the  patient’s  abil- 
ity to  decide  at  an  earlier  point  what  will  be  done 
later  — raises  an  array  of  ethical  and  policy  issues 
which  this  column  will  explore  in  the  future.] 
What  does  this  mean  for  the  physician? 

Simply,  the  Court  asserts  that  the  single,  over- 
riding, most  important  ethical  norm  in  medical 
practice,  is  patient  autonomy.  In  the  words  of 
the  opinion,  “The  right  to  control  medical  de- 
cisions affecting  one’s  body  is  deeply  rooted  in 
our  country’s  history  and  tradition.”  And  fur- 
ther, “Indeed,  the  right  to  control  medical  de- 
cisions affecting  one’s  body  can  hardly  be  ques- 
tioned.” 

Historically,  of  course,  the  Judge  is  wrong. 
American  medical  practice  has  rested  on  a norm 
of  “doing  good,”  on  helping  the  patient.  Norms 


of  comj)assion  and  of  professional  skills  were 
thought  to  justify  any  paternalistic  intervention 
on  behalf  Of  the  |xnient.  Judge  Boyle’s  scholarly 
discussion  of  a constitutional  privacy  right  cer- 
tainly reflects  current  thinking  in  mainstream  ac- 
ademic wi  iting  (m  medical  ethics:  {jatient  auton- 
omy — self-determination  — is  the  overwhelming, 
uncjuestioned  ethical  norm.  As  Frank  Sinatra  put 
it  [perhaps  without  realizing  that  he  was  describ- 
ing the  world  of  niedical  ethics],  “I  did  it  my  way.” 

For  Judge  Boyle,  and  for  much  c^f  the  current 
writings  on  ethics,  paternalism  is  a dirty  wend. 
While  I share  the  belief  in  the  importance  of 
patient  autonomy,  and  while  my  personal  sym- 
pathies lie  strongly  with  Ms  Gray’s  family  and 
their  request,  I nevertheless  find  the  issue  sub- 
stantially more  comj)lex  than  the  assertion  of  a 
privacy  right  alone  might  suggest. 

George  Orwell’s  fiction  and  contemporary  pol- 
itics provide  ample  reason  to  resist  the  claims  of 
Big  Brother  to  know  what  is  best  for  us.  But  we 
ought  not  lose  sight  of  the  competing  claim  rep- 
resented by  the  famous  motto  on  the  Christmas 
Seals  of  Father  Flannagan’s  Boy’s  Town,  “He  ain’t 
heavy  Father;  he’s  my  brother.” 

Patient  autonomy  is,  I believe,  a vital  and  cen- 
tral value,  deserving  of  respect  in  any  discussion 
of  ethically  decent  medicine.  But  it  is  not  the  only 
value.  Many  of  the  most  complex  of  contempo- 
rary issues  stem  from  the  tension  between  the 
competing  claims  of  autonomy  and  of  paternal- 
ism. Surely  the  ethical  obligation  that  the  phy- 
sician do  what  is  in  the  patient’s  best  interests, 
and  the  ethical  norm  that  the  physician  conduct 
himself  in  accordance  with  the  highest  traditions 
and  the  most  sophisticated  achievements  of  his 
craft,  are  deserving  of  significant  respect  as  well. 

Federal  constitutional  rights  tend  to  work 
somewhat  like  trump  in  the  game  of  bridge.  If 
there  is  a private  right,  then  that  right  prevails. 
Medical  ethics,  in  the  real  world  of  medical  prac- 
tice, tends  to  involve  competing  claims  and  com- 
peting considerations.  Ethical  dilemmas  are  dif- 
ficult precisely  because  they  necessarily  involve 
legitimate  values  in  conflict. 

The  limitations  of  the  constitutional  rights  ap- 
proach in  the  Gray  case  is  particularly  evident  to 
me  in  Judge  Boyle’s  very  brief  discussion  of  point 
(5)  above.  May  the  General  Hospital  and  its  per- 
sonnel be  required  to  participate  in  a procedure 
which  violates  their  own  professional  and  ethical 
norms?  The  Judge  concluded  that  they  might 
indeed  be  required  to  disconnect  the  G-tube,  but 
on  an  extremely  limited  justification.  The  hos- 
pital had  never  warned  Ms  Gray’s  family  that  this 
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would  not  be  an  option  when  they  admitted  lier; 
thus  they  were  foreclosed  from  imposing  this 
condition  now.  But  the  contract  lawyer’s  argu- 
ment of  justified  reliance  will  only  work  in  this 
one  case.  In  the  future,  hospitals  would  be  able 
to  notify  patients  in  advance  that  discontinuation 
of  feeding  is  not  an  option  and,  accordingly,  they 
would  not  be  bound  by  the  Gray  decision. 

I suggest  that  the  argument  for  patient  auton- 
omy is  most  compelling  when  the  patient  wants 
to  withdraw  from  the  care  of  a particidar  phy- 
sician or  institution,  when  the  patient  wants  to 
refuse  what  medicine  has  to  offer.  The  adult, 
competent  member  of  the  Church  of  Christ,  Sci- 
entist, who  for  himself  wishes  to  rely  solely  on 
the  efficacy  of  prayer  rather  than  prescribed  an- 
tibiotics, may  frustrate  the  concerned  physician 
who  wants  to  treat  him  with  penicillin.  I would 
protect  this  patient’s  autonomy,  his  right  to  say, 
“I’ll  do  it  my  way,”  despite  the  compelling  logic 
for  use  of  an  antibiotic.  It  is,  after  all,  his  life  and 
I don’t  think  the  physician  should  impose  his 
personal  values  on  a resistant  patient.  Thus,  the 
chart  notation,  “Discharged  against  medical  ad- 
vice” is  a tacit  recognition  of  the  patient’s  auton- 
omy. 

If  Marcia  Gray’s  family  had  wanted  to  dis- 
charge her  so  that  she  might  die  in  the  privacy 
of  her  home,  I think  the  case  for  the  primacy  of 
patient  autonomy  would  have  been  compelling. 
But  “I’ll  do  it  my  way,”  is  far  different  from  “You'll 
do  it  my  way.” 

For  me,  the  most  troubling  ethical  aspect  of 
the  Gray  case  — and  I repeat  that  I am  sympa- 
thetic to  the  family’s  wishes  — was  the  Judge’s 
total  failure  to  respond  to  the  competing  claim 
of  health  professionals,  and  the  institutions  in 
which  they  labor,  to  be  permitted  to  practice  eth- 
ical medicine  in  accordance  with  their  own  norms. 

The  competing  claim  of  physician  autonomy 
is  nicely  put  by  the  following  case  recently  en- 
countered at  one  of  the  Providence  hospitals.  A 
patient  was  admitted  because  of  gastrointestinal 
bleeding  and  endoscopy  seemed  warranted.  The 
patient  indicated  that  he  was  an  observant  mem- 
ber of  Jehovah’s  Witnesses,  and  that  he  would 
not  accept  a blood  transfusion  regardless  of  the 
medical  indication.  The  physician  responded  by 
saying  that  the  need  for  transfusion  was  unlikely 
but  that  there  was  a small  possibility  that  the  en- 
^ doscopy  might  cause  a resumption  of  the  internal 
f bleeding  and  that  a transfusion  might  then  be 
needed.  The  patient  said  that  he  understood  the 
doctor’s  concerns  but  that  he,  the  patient,  wanted 


to  undergo  the  endoscopy  but  only  with  a guar- 
antee, in  advance,  that  blood  products  would  not 
be  administered  even  if  the  procedure  resulted 
in  a major  hemorrhage. 

The  jjhysician  refused  to  undertake  the  pro- 
cedure on  these  terms,  and  I think  properly  so. 
The  seminal  importance  of  patient  autonomy 
leads  me  to  respect  the  right  of  a competent  adult; 
a member  of  Jehovah’s  Witnesses,  to  refuse  blood 
products.  It  is  his  life  which  is  at  stake.  If  he  has 
been  fully  informed  of  the  consequences,  a phy- 
sician should  not  violate  his  person’s  right  of  self- 
determination  by  the  involuntary  administration 
of  blood.  But  telling  a physician  that  he  must 
undertake  a procedure  which  may  cause  signif- 
icant bleeding  while  simultaneously  denying  him 
the  opportunity,  the  right,  to  transfuse,  is  to  run 
roughshod  over  the  legitimate  ethical  claims  of 
the  physician  to  practice  medicine  in  accordance 
with  his  personal  value  system,  and  his  personal 
sense  of  professional  responsibility. 

As  it  happens,  this  conflict  between  the  ethics 
of  the  patient  and  the  ethics  of  the  physician  did 
not  prove  to  be  central  to  the  re.solution  of  the 
Gray  case,  since  one  of  the  surgeons  who  had 
previously  treated  Ms  Gray  was  willing  to  dis- 
connect the  G-tube. 

Thus,  the  claim  of  patient  autonomy  can  come 
into  sharp  conflict  with  the  claim  of  physician 
autonomy.  And  what  of  institutions?  Can  an  in- 
stitution — a hospital,  a group  practice,  an  in- 
surance scheme,  a clinic  — have  institutional 
norms  and  ethics?  Suppose  that  a physician  were 
willing  to  disconnect  a patient’s  G-tube.  Might 
the  directors  or  the  professional  leadership  of 
his  hospital  ever  properly  say  to  him:  “That  is 
not  our  understanding  of  how  medicine  should 
ethically  be  practiced.” 

When  members  of  society  differ  sharply  in  their 
basic  ethical  norms,  one  response  is  to  defer  to 
individual  autonomy.  When  some  physicians  in 
a hospital  feel  strongly  that  a given  procedure  is 
ethical  (say,  discontinuing  G-tube  feeding)  and 
others  feel  that  it  is  morally  unacceptable,  can 
the  institution  as  such  establish  norms? 

Future  columns  will  explore  other  significant 
ethical  questions  raised  by  the  Gray  case:  Is  feed- 
ing properly  to  be  considered  a medical  proce- 
dure? What  to  make  of  prior  directives?  Is  there 
a distinction  between  ordinary  and  extraordinary 
care?  Is  there  a distinction  between  withholding 
and  withdrawal  of  medical  care?  And  isn’t  this 
really  a form  of  assisted  suicide? 
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There’s  a lot  to  love  about  the  new  Winchester  Wood  apartments.  You’ll  cherish  the  privacy  of 
a two  or  four  unit  building.  You’ll  be  captivated  by  the  design  of  the  interior,  with  atrium  doors, 
European  cabinetry  a whirlpool,  contemporary  appliances,  and  cathedral  ceilings.  And  you’ll 
adore  the  spacious  patio  and  convenient  garage 

parking.  In  short,  if  your  heart’s  desire  is  gra-  nphp^sf  Pf  AVVooH 

cious  apartment  living  minutes  from  downtown  V V 11  IV^l  1^^  L^l  V V UvJLl 

Providence,  you’ll  love  Winchester  Wood.  New  Rental  Apartments  • 401-438-3990 


Directions:  From  Providence  take  1-195  East  to  Exit  4,  Riverside.  Follow  Veterans  Parkway  for  three  miles  to  Pawtucket  Avenue.  Drive  one-quarter  mile. 
Turn  left  on  Village  Green  South.  Follow  the  signs  to  Winchester  Wood.  Model  Hours:  10  AM  - 6 PM  weekdays;  10  AM  - 4 PM  weekends;  or  by  appointment. 

A development  of  The  Koffler  Corporation.^ 


338 


Rhode  Island  Medical  Journal 


THE 

RHODE  ISLAND 

MEDICAL 

JOURNAL 

'I'lie  Offici-.il  ()iL;-.in  of  tlic  Rlio 
IsMiocI  Monllilx'  iiiulci'  llu'  (liioclioii 

It,'  Ishuitl  Mi'dic'ttl  StH'ielx 
of  llie  Rul)lic:ilioii  ( 'omniitlei' 

VOl.L  Mh;  1 
NC.MKKR  1 

PR()VI[)i:\CK,  R,  I., 

JAXLARV,  1917 

I'KK  VI'.AK  S2.(H) 
S|\(,I,K  ( oi'V,  25  CK.N  l 

THE  RHODE  ISLAND  MEDICAL  JOURNAL  HERITAGE 


Fifty  Years  Ago  (September^  1939) 

The  Scientific  Session  of  the  128th  Annual  Meet- 
ing of  the  Rhode  Island  Medical  Society,  con- 
vened on  June  7,  1939,  and  is  summarized  in  this 
issue.  The  first  paper  is  read  by  Marshall  Fulton, 
MD,  Associate  in  Medicine  at  Harvard  Medical 
School,  on  the  Subject  “Aneurism  and  Rupture 
of  the  Ventricle  of  the  Heart,”  showing  that 
. . these  conditions  occur  as  a result  of  coro- 
nary occlusion  and  follow  coronary  thrombosis 
in  ninety  per  cent  of  the  cases.”  The  second  pa- 
per, on  “Ovum  and  Spermatozoan  Age  at  the 
Time  of  Fertilization  and  the  Course  of  Gestation 
and  Development  in  Lower  Animals”  is  read  by 
Professor  William  C.  Young,  Biology  Depart- 
ment, Brown  University.  The  third  paper  is  pre- 
sented by  Edgar  Allen,  MD,  Professor  of  Anat- 
omy at  Yale  University  School  of  Medicine,  on 
the  subject,  “Evidence  from  Experiments  with 
Ovarian  Hormones  in  Monkeys  and  Application 
to  Conditions  in  Women.”  The  fourth  paper  on 
the  pathological  aspects  of  spontaneous  abortion 
is  read  by  Arthur  T.  Hertig,  MD,  Pathologist  at 
Boston  Lying-In  Hospital. 

Following  a buffet  supper,  the  evening  session 
consists  of  two  major  presentations.  Elliot  C.  Cu- 
tler, MD,  Professor  of  Surgery  at  Harvard  Med- 
ical School,  provides  an  address  entitled,  “Selec- 
tion of  Patients  for  Surgery.”  His  presentation 
ends  with  the  following  observation.  “Gentle- 
men, I come  immediately  from  the  bedside  of  a 
critically  ill  patient  suffering  from  suppurative 
appendicitis,  diffusing  peritonitis,  complete 
adynamic  ileus,  a serious  postoperative  pneu- 
monia, and  jaundice  of  possible  pyelophlebitic 
origin.  He  lives  today,  the  eleventh  postoperative 
day,  because  of  moclern  medicine  and  especially 
its  chemical  aspects.  His  fluid  balance  was  easily 
achieved,  but  the  electrolyte  balance  and  the  level 


of  serum  proteins,  dangerously  threatened  by 
ten  days  vomiting,  are  in  fair  shape  only  because 
of  frequent  blood  chemical  studies.  The  level  of 
the  sulfapyridine  in  his  blood  has  been  main- 
tained by  similar  tests.  His  life  thus  far  and  his 
hope  of  life  from  now  on  are  dependent  on  our 
chemical  knowledge  and  clinical  chemical  tests. 
If  such  a spectacular  case  fixes  my  remarks  in 
your  memory,  remember  also  that  similar  tests 
will  prepare  your  patient  for  surgery,  will  give 
you  positive  information  as  to  the  risks  he  is  to 
run  and  will  prevent  disasters.  I beg  of  you  to 
become  chemically  and  physiologically  minded.” 
A second  evening  paper,  entitled,  “Girculatory 
Collapse  and  Shock”  was  given  by  Soma  Weiss, 
MD,  Professor  of  Medicine  at  Harvard. 

• • • 

New  members  of  the  House  Staff  at  Rhode  Is- 
land Hospital  include:  August  H.  Clagett,  Jr,  MD, 
J.  J.  Ross,  MD,  Garl  S.  Sawyer,  MD,  Herman  I. 
Riddell,  MD,  Howard  Trafton,  MD,  Morris  Gol- 
denberg,  MD  and  Scott  L.  Tarplee,  MD. 

• • • 

There  is  no  mention  made  of  the  invasion  of 
Poland  by  the  German  armies  on  the  first  day  of 
this  month,  the  beginnings  of  World  War  II . 


The  lead  article  is  entitled,  “Diazepam  (Valium^) 
in  Cerebral  Palsy,”  and  assesses  the  value  of  di- 
azepam in  reducing  skeletal  muscle  hypertonia 
and  body  anxiety  associated  with  cerebral  palsy. 
Eric  Denhoff,  MD,  the  author,  concludes  that 
“Valium  is  a good  skeletal  muscle  relaxant 
drug.  . . . However,  the  differences  in  placebo 
reports  by  different  observers  point  out  the  need 
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lo  continue  a complex  doul)le  blind  procedure 
lot  these  types  of  medications  since  both  neu- 
rological and  emotional  elements  must  be  con- 
sidered in  the  final  evaluation.” 

The  second  original  aiticle,  “Diagnosis  and 
Management  of  (laustic  Esophageal  But  its  at  the 
Rhode  Island  Hosjiital,”  written  by  Mary  D. 
l.ekas,  MD,  describes  the  etiologic  backgiound 
of  such  cases,  the  effects  of  varying  therapeutic 
regimes  in  thirty  cases  and  states  in  summary: 
“Idle  majority  of  caustic  burns  of  the  esoj^hagus 
in  young  children  are  caused  by  ingestion  of  com- 
tnercial  prej^arations  of  95%  sodium  and  j)otas- 
sium  hydroxide.  Since  adopting  the  use  of  ster- 
oids and  antibiotics  at  the  Rhode  Island  Hospital, 
we  have  been  able  to  eliminate  bougienage.” 

The  third  article  entitled,  “Alcoholism:  A 
World  Problem,”  is  authored  by  Laurence  A. 
Senseman,  MD  who  concludes:  “I  find  from  my 
long  experience  with  problem  drinkers  that  they 
are  treatable  in  spite  of  failures  and  f rustrations, 
if  one  expresses  an  interest  in  them  as  persons 
and  learns  the  stresses  which  exist  in  their  en- 
vironment and  in  their  interpersonal  relation- 
ships. If  we  could  know  wdiat  is  going  on  in  the 
drinker’s  life,  especially  when  he  begins  his 
drinking  episodes,  and  wTat  dynamics  are  acti- 
vated by  his  environmental  and  inner  stresses, 
we  could  perhaps  predict  such  episodes  and  the- 
oretically at  least  take  measures  to  reverse  them. 
In  the  alcoholic,  every  psychological  and  psychi- 
atric disorder  is  encountered.  If  we  could  but 
understand  this  and  treat  psychiatrically  the  un- 
derlying causes  in  each  individual  patient  with  a 
broad  therapeutic  approach,  then  this  could  be 
a challenging  new  frontier  for  psychiatry  in  the 
next  decade.  If  we  treat  the  patient  well  psy- 
chiatrically, he  will  not  have  to  treat  himself  al- 
coholically.” 

A brief  case  report  by  Raymon  S.  Riley,  MD, 
Andrew  Platthy,  MD,  and  Lester  L.  Vargas,  MD, 
describes  a 38  year  old  woman  with  presumed 
mitral  stenosis  who  was  found  at  open  heart  sur- 
gery to  have  a left  atrial  myxoma. 

• • • 

A small  footnote  item:  The  Department  of  Com- 
merce notes  that  the  American  public  spent  dur- 
ing the  past  year  $f5.7  billion  on  hospitals,  phy- 
sicians and  drugs.  During  the  same  interval,  the 
public  spent  $24.7  billion  on  liquor,  tobacco  and 
cosmetics. 
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INFORMATION  FOR  AUTHORS 


Manuscripts:  Manuscripts  will  be  accepted  lor  cotisid- 
etation  with  the  imderstatulitig  that  they  are  original 
contributions,  have  never  beeti  published  or  stibtnit- 
ted  elsewhere,  and  are  submitted  only  to  the  Rhode 
Island  Medical  jounud. 

Specifications:  Matuisct  ipls  must  be  origitial  typed  copy 
(not  all  capitals)  oti  X 11  inch  firm  typewrit teti 
pajjer,  double-spaced  tlmtughout  (including  title  page, 
text,  acknowledgmetits,  atid  referetices)  with  margins 
of  at  least  one  inch  and  usitig  but  one  side  (tf  each 
page.  Tables,  charts,  and  legetids  should  be  submitted 
separately  from  the  text,  and  referred  to  by  luunber 
(ie.  Fig.  1)  within  the  text.  Subheadings  tnust  be  in- 
serted at  reasonable  intervals  to  break  the  typographic 
tnotiotonv  of  the  text.  Pages  must  be  numbered  con- 
secutively. Italics  and  boldface  print  are  never  used 
except  as  subheadings. 

Abbreviations:  The  Journal  attetnpts  to  avoid  the  use  of 
Jargon  atid  abbreviations.  All  abbreviatiotis,  especially 
of  laboratory  and  diagnostic  procedtires,  must  be 
identified  in  the  text. 

Title  Page:  All  tnatiuscripts  must  include  a title  page 
which  provides  the  following  information:  (1)  a coti- 
cise  and  informative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MD, 
PhD);  (3)  a concise  biographical  description  for  each 
aiuhctr  which  iticludes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  affiliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  reqitests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  use  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  iti  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  be  submitted,  atid  sttch  illustrations 
numbered  consecutively  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figure  number,  in- 
dication of  the  top,  and  the  name  of  the  atithor  mitst 
be  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
graphs and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriately  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  must  be  made  with  the  editors 
for  excessive  numbers  of  illustrations.  Color  plates  are 
not  acceptable. 

Identification  of  Patients:  Names,  initials  should  not  be 
used.  L'se  of  numbers  is  a preferable  form  of  iden- 
tification. 

Reprints:  Uecause  ol  cost  considerations,  reprints  are 
not  provided  routinely  to  the  author(s).  Re])i  ints  may 
be  ordered  separately  (100  cojties  minimum  order) 
and  jtrinting  costs  will  be  charged  to  the  attthor(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  them 
into  conformity  with  journal  stvle,  which  is  in  com- 
pliance with  the  editorial  standards  of  the  AMy\.  How- 
ever, neither  the  editors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the 
pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  Where  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  tbe  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  Fhe  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  Journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  publicatioti;  volume  number;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  book  reference 
must  include  the  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  ntnnber.  If  the  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  be  addressed  to:  Managing  Editor,  Rhode 
Island  Medical  Journal,  106  Erancis  Street,  Providence, 
RI  02903. 
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Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
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Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
f.V.  administration  of  I to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Ibblets,  blue,  film- 
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EDITORIAL 


The  Floppy  Infant  Syndrome 


The  first  published  reports  of  severe,  sus- 
tained infantile  hypotonia,  or  floppiness,  ap- 
peared about  100  years  ago  in  the  German  med- 
ical literature.  In  1891,  Werdnig  reported  on  a 
hypotonic  illness  in  two  siblings.  Their  separate 
births  were  normal  but  after  a few  months  each 
brother  developed  a progressive,  symmetrical 
muscle  hypotonia  and  weakness,  eventually  with 
obvious  muscle  atrophy  and  visible  fibrillations; 
no  sensory,  cognitive  or  sphincteric  impairments 
were  described  in  these  infants.  In  1893  Hoff- 
man described  four  infants  with  a similar  pattern 
of  deteriorating  spinal  muscular  atrophy.  Again, 
the  hereditary  character  of  the  disorder,  seem- 
ingly transmitted  as  an  autosomal  recessive  trait, 
was  evident.  Some  years  later,  in  1900,  Oppen- 
heim  published  a very  brief  account  of  a hypo- 
tonic syndrome  of  infancy  (later  called  amy- 
otonia congenita)  which  seemed  to  be  materially 
different  from  the  disorder  defined  by  Werdnig 
and  Hoffman  in  at  least  three  clinical  features. 
Oppenheim’s  infants  were  hypotonic  at  birth 
while  the  Werdnig-Hoffman  infants  were  said 
to  be  normal  at  birth  but  then  slowly  developed 
a limpness  and  weakness  during  their  first  year 
of  life;  the  hypotonic  state  was  either  stable  or 
diminishing  in  Oppenheim’s  patients  while  it 
continued  to  worsen  with  the  Werdnig-Hoffman 
group;  indeed,  most  of  the  later  died  of  respi- 
ratory infection  within  the  first  six  years  of  life. 
Finally,  the  Oppenheim  cases  showed  no  appar- 
ent familial  tendencies  in  contrast  to  the  obvious 
hereditary  nature  of  the  disease  in  the  Werdnig- 
Hoffman  families. 

Despite  these  striking  differences,  were  these 
two  disorders  truly  distinguishable  clinicopath- 
ological  entities?  In  the  ensuing  decades  large 
numbers  of  cases  were  accumulated  and  studied 
longitudinally.  Many  were  submitted  to  detailed 
autopsy  examination.  Most  serious  observers 
concluded  that  they  were  studying  essentially  the 
same  disease  representing  an  underlying  abi- 
otrophic  disorder  of  motor  neurons,  principally 
spinal  (akin  in  some  ways  to  amyotrophic  lateral 
sclerosis  of  adults),  and  that  there  was  no  rational 


justification  for  separating  infantile  spinal  mus- 
cular atrophy  (Werdnig-Hoffman)  from  amy- 
otonia congenita  (Oppenheim).  But  these  more 
comprehensive  studies  revealed  further  that  there 
were  yet  other  demonstrable  causes  of  floppiness 
in  the  infant,  some  congenital  and  some  ante- 
natal, some  neurologic,  some  myopathic  and  some 
even  endocrinologic  in  origin,  yet  all  of  which 
were  quite  separable  in  etiology  and  prognosis 
from  the  Werdnig-Hoffman-Oppenheim  com- 
plex. Thus,  what  began  as  an  attempt  to  reduce 
infantile  hypotonia  to  a unitary  neural  disorder 
provided  us  instead  with  an  exceedingly  complex 
set  of  pathophysiologic  substrates  only  some  of 
which  can  be  attributed  to  motor  neuron  disa- 
bility. 

Sustained  floppiness  in  an  infant  is  a compli- 
cated matter,  puzzling  to  the  pediatrician  and 
certainly  dismaying  to  the  parent.  This  issue  of 
the  Journal,  guest  edited  by  Edwin  Zalneraitis, 
MD,  a distinguished  pediatric  neurologist,  with 
contributions  from  medical  centers  in  Washing- 
ton, Philadelphia  and  Hartford,  is  devoted  al- 
most totally  to  this  perplexing  clinical  problem. 

Stanley  M.  Aronson,  MD 
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The  Pathophysiology  of  the  Floppy  Infant 

Edwin  L.  Zalneraitis,  MD 


The  floppy  infant  has  been  recognized  as 
a clinically  unique  and  challenging  pa- 
tient. 


Introduction 

Floppiness,  or  low  muscle  tone,  is  a sensitive  in- 
dicator of  illness  in  an  infant.  It  is,  however,  a 
non-specific  sign.  Infants  can  present  with  hy- 
potonia due  to  nervous  system  disorders,  muscle 
disease,  genetic  disorder,  endocrinopathies,  met- 
abolic disease  or  virtually  any  acute,  intercurrent 
illness.  For  this  finding  to  be  useful,  the  clinician 
must  be  able  to  localize  and  diagnose  the  source 
of  the  loss  of  muscle  tone. 

This  paper  addresses  the  pathophysiology  of 
hypotonia  developmentally,  with  particular  em- 
phasis on  those  aspects  that  are  clinically  useful 
in  the  diagnosis  and  treatment  of  the  floppy  in- 
fant. Elsewhere  in  this  issue  of  The  Rhode  Island 
Medical  Journal,  other  authors  have  reviewed  some 
of  the  important  areas  of  diagnosis  and  man- 
agement of  these  infants  in  more  detail.  Maguire 
and  Sladky  have  concentrated  on  the  diagnostic 
dilemmas  of  motor  unit  diseases.  Since  many 
processes  that  present  with  infantile  hypotonia 
are  inherited,  DiMario  has  summarized  the  cur- 
rent genetic  understanding  of  some  important 
disorders  resulting  in  hypotonia  of  infancy. 
McDonald  has  provided  a personal  and  profes- 
sional account  of  the  difficulties  in  parenting  a 
floppy  infant,  and  Eng  has  reviewed  the  very 
important  topic  of  the  rehabilitation  and  care  of 
children  with  persistent  hypotonia. 

The  Developing  Motor  System 

As  the  nervous  system  develops,  the  central  and 
peripheral  motor  components  simultaneously 


Edwin  L.  Zalneraitis,  MD,  is  Assistant  Professor  of 
Pediatrics  and  Neurology  at  the  University  of  Con- 
necticut Medical  School,  Farmington,  Connecticut. 


mature.  This  is  reflected  in  muscle,'  the  target 
organ  of  this  process.  Premyoblastic  mesenchy- 
mal cells  that  accumulate  in  the  first  weeks  of  life 
become  myoblasts  between  five  and  eight  weeks 
of  gestation.  However,  mature  myocytes  do  not 
appear  until  15  to  20  weeks  post-conception,  and 
these  first  differentiate  into  histochemically  dis- 
tinct fiber  types  between  20  and  24  weeks  ges- 
tation, with  the  concomitant  maturation  of  com- 
plete motor  units.  With  this  neurodevelopmental 
transformation,  movement  that  was  barely  de- 
tectable by  ultrasound  imaging  is  changed  to 
movements  that  are  readily  sensed  by  the  preg- 
nant woman. 

The  maternal  perception  of  fetal  movements 
normally  increases  in  frequency  and  intensity 
from  their  first  detection  to  parturition.  The  op- 
portunity to  observe  this  motor  behavior  directly 
arises  when  normal  premature  infants  are  reared 
in  neonatal  intensive  care  units  from  23  weeks 
of  gestation  onward. 

The  acquisition  of  voluntary  movement  con- 
trol, generally  recognized  after  44  weeks  con- 
ceptual age,  proceeds  from  head  to  foot,  and 
proximal  to  distal.  The  earliest  movements,  stall- 
ing around  20  weeks  gestational  age,  represent 
the  development  of  tone,  power  and  reflex.  These 
occur  progressively  from  the  lower  to  the  iqjper 
body,  and  they  reflect  the  maturation  and  or- 
ganization of  the  spinal  cord.  During  this  time, 
motor  units  further  mature,  as  seen  in  the  chang- 
ing histochemical  patterns  in  developing  muscle. 
Tendon  stretch  responses  become  discrete  and 
localized.  Recognition  of  this  developmental  pat- 
tern provides  a standard  from  which  the  abnor- 
malities of  early  motor  development  can  be  dis- 
cerned. 

Prior  to  the  onset  of  willf  ul  movements,  as  term 
approaches,  motor  unit  activity  is  further  orga- 
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ni/.ed  l)y  tlie  development  and  activation  of  a 
certain  brainstem  and  s|)inal  cord  tiacls.  I'liese 
tracts  direct  a series  ol  stereotyj)ed,  integrated 
and  automatic  behaviors  that  include  grasping 
and  extension  of  toes  and  f ingers  following  ven- 
tral and  dorsal  stimulation,  and  feeding  re- 
sj)onses  of  rooting,  snouting  and  sucking.  Several 
other  of  these  integrated  activities  have  been  lo- 
calized to  sj)ecific  tracts  from  the  brainstem  to 
the  spinal  cord.  I hese  include  the  rubrospinal 
tract  which  jjroduces  the  llexion  posture  of  term 
infants  (prior  to  inhibition  by  cerebellar  input), 
the  vestibulos[)inal  tract  which  facilitates  the  tonic 
neck  respon.ses,  and  the  reticulospinal  tract  which 
mediates  improved  tone  with  alertness  by  its  in- 
lluence  on  gamma  motor  neurons  in  the  anterior 
horns  of  the  spinal  cord.^  When  these  integrated 
activities  fail  to  appear,  serious  failure  of  basic 
nervous  system  organization  is  to  be  suspected. 
When  they  persist  beyond  normal  expectation,  a 
disorder  of  voluntary  movement  (eg,  cerebral 
palsy)  should  be  considered.  Once  suppressed  by 
the  voluntary  motor  system,  the  reappearance  of 
grasping,  feeding  and  the  other  integrated  re- 
flexes suggests  a degenerative  process  affecting 
the  voluntary  motor  system. 

The  earliest  movements  represent  the  de- 
velopment of  tone,  power  and  reflex. 

Voluntary  motor  activity  is  mediated  through 
a complex  system  that  controls  the  thalamus,  and 
refined  by  the  cerebellum  and  basal  ganglia.  The 
influence  of  this  system  is  hard  to  recognize  in 
the  neonate,  and  the  functioning  of  all  the  com- 
ponents does  not  begin  to  become  evident  until 
late  infancy.  The  influence  of  the  voluntary  nerv- 
ous system  in  the  neonate  is  vaguely  recognized 
by  the  loss  of  persistence  of  the  integrated  activ- 
ities and  the  failure  of  reinforcement  of  the  mus- 
cle tone.  Later  in  infancy,  it  is  recognized  by  the 
failure  of  acquisition  of  willful  movements  in  a 
timely  and  characteristic  fashion.  A summary  of 
the  major  phases  of  motor  development  is  pre- 
sented in  Table  1. 

Hypotonia  and  the  Developing  Nervous  System 

Mature  individuals,  like  infants,  lose  muscle  tone 
when  they  develop  nervous  system  disease,  have 
severe  intercurrent  illness  or  simply  sleep.  How- 
ever, the  extent,  severity  and  duration  of  hypo- 
tonia is  strikingly  greater  in  an  infant  than  in  an 
older  child  or  adult  with  a similar  process.  This 
is  due  directly  to  the  immaturity  of  the  nervous 
system,  and  it  thus  makes  the  etiology  of  the  low 


Table  1.  Clinical  Stages  of  Motor  Development 

Age 

Localization 

Manifestation 

20-30  weeks 

motor  unit 

tone,  power,  reflex 

PCA 

36-44  weeks 

brainstem-spinal 

integrated, 

PCA 

cord  tracts 

automatic 

1 month- 

above  the  motor 

responses 
voluntary  movement 

20  years 

unit 

PCA  — post-conceptual  age 

muscle  tone  harder  to  localize  and  diagnose  dur- 
ing infancy.  For  this  reason,  the  lloppy  infant 
has  been  recognized  as  a clinically  unique  and 
challenging  patient. 

Dnbowitz®  defined  a lloppy  infant  by  three 
clinical  features:  unusual  postures,  diminished 
resistance  of  Joint  to  passive  movement,  and  in- 
creased range  of  movements  of  the  joints.  He 
divided  hyjiotonic  infants  into  two  major  groups: 
Those  with  muscle  weakness  who  had  motor  unit 
disease,  and  those  without  muscle  weakness.  The 
latter  group  of  infants  had  central  nervons  sys- 
tem disease,  connective  tissue  disorders,  genetic 
alterations,  metabolic  diseases,  endocrinopa- 
thies,  and  chronic  non-nervous  system  disease 
such  as  congenital  heart  disease.  Physiologic  hy- 
potonia of  the  premature  infant  was  also  men- 
tioned. 

Findings  other  than  weakness,  however,  can 
be  important  in  recognizing  hypotonic  infants 
with  motor  unit  disease,  especially  sick  or  pre- 
mature neonates.  Hypoactive  or  absent  tendon 
stretch  reflexes  and  contractures  can  be  ex- 
tremely helpful  signs  in  recognizing  this  group 
of  infants.  Respiratory  and  feeding  impairment 
are  more  typical  of  infants  with  motor  unit  dis- 
ease, and  these  infants  are  more  likely  to  have 
impaired  ocular  or  facial  movements  than  infants 
with  non-motor  unit  disease.  Muscle  atrophy  oc- 
curs with  motor  unit  disease,  but  it  is  often  hard 
to  detect  in  infants.  In  addition,  muscle  wasting 
is  common  in  sick  infants  whose  nutritional  needs 
are  excessive.  Finally,  children  with  motor  unit 
disease  are  less  likely  to  show  signs  of  brain  or 
spinal  cord  impairment.  Some  disorders  of  the 
motor  unit  such  as  the  mitochondropathies  do 
involve  the  central  nervous  system  also,  and  chil- 
dren with  motor  unit  disease  have  increased  risk 
of  parturitional  injuries  to  the  central  nervous 
system  such  as  asphyxia  or  spinal  cord  injuries 
due  to  hyperextension  of  the  neck.  Table  2 sum- 
marizes the  distinguishing  features  between  mo- 
tor unit  and  non-motor  unit  disease. 
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As  infants  and  their  motor  system  mature,  the 
level  and  etiology  of  impairment  become  easier 
to  identify.  Except  in  cases  of  disruption  of  cer- 
ebellar integration,  the  hypotonia  of  brain  and 
spinal  cord  disease  are  replaced  by  spasticity.  The 
hypotonic  children  with  cerebral  palsy  are  clearly 
distinguished  by  extrapyramidal  movement  dis- 
orders, particularly  ataxia,  and  abnormal  tendon 
stretch  responses.  Central  nervous  system  im- 
pairment is  also  identified  by  complications  such 
as  delayed  cognitive  development  and  seizures. 
Dysmorphic  features  become  more  clearly  dis- 
tinguished from  the  deformations  that  occur  sec- 
ondary to  motor  unit  impairment.  Connective 
tissue  diseases  become  more  apparent  in  the 
commonly  recognized  sites  such  as  skin,  joints 
and  the  vasculature.  Endocrinopathies  and  met- 
abolic problems  are  revealed  by  laboratory  re- 
sults or  the  advancing  consequences  of  untreated 
disease.  Those  infants  with  benign  transient  hy- 
potonia or  physiologic  hypotonia  of  the  prema- 
ture infant  improve  in  tone,  power  and  voluntary 
control. 

Evaluating  the  Floppy  Infant 

Guided  by  the  knowledge  of  expected  motor  de- 
velopment and  the  clinical  features  distinguish- 
ing motor  unit  from  non-motor  unit  disease,  an 
appropriate  evaluation  of  the  floppy  infant  can 
be  planned."^ 

The  physical  examination  of  the  infant  is  the 
most  important  and  the  first  step  in  this  process. 
Passive  observation  of  the  infant  reveals  hypo- 
tonia by  abnormal  posture.  The  infant  will  often 
lie  with  limbs  abducted  and  extended.  Contrac- 
tures may  be  obvious,  but  more  subtle  limitations 
should  be  sought  by  passive  stretching  of  the 
limbs.  Loss  of  power  can  be  apparent  by  de- 
creased power  and  frequency  of  spontaneous 
movements.  For  example,  the  weak  child  may  not 
be  able  to  overcome  gravity  with  spontaneous 


Table  2.  Localization  of  Infantile  Hypotonia 

Finding 

Motor  Unit 

Non-motor 

Unit 

muscle  strength 

decreased 

normal 

reflexes 

decreased/absent 

normal/ 

increased 

contractures 

often  present 

rarely  present 

facial  weakness 

more  likely 

unlikely 

ophthalmoplegia 

more  likely 

unlikely 

respiration 

impaired 

more  likely 

unlikely 

feeding  impaired 

more  likely 

less  likely 

muscle  atrophy 

common 

uncommon 

CNS  involvement 

uncommon 

common 

effort.  Power  can  be  assessed  further  with  such 
benign  stimulation  as  the  squeezing  of  a nail  bed. 
This  allows  the  examiner  to  detect  the  power  of 
withdrawal  readily.  The  hypotonic  child  with 
motor  unit  disease  will  make  an  effort  that  is 
commensurate  with  the  reduction  in  muscle  tone, 
while  the  child  with  non-motor  unit  impairment 
typically  generates  a withdrawal  response  beyond 
that  predicted  from  the  hypotonia.  Tendon 
stretch  responses  are  best  elicited  in  infants  at 
the  pectoralis  muscles,  the  leg  adductors,  and  the 
ankles  by  tapping  the  examiner’s  thumb  placed 
just  medial  to  the  axilla,  on  the  medial  knee,  or 
the  sole  of  the  foot  respectively.  Observing  for 
facial  weakness  can  be  facilitated  by  gently  blow- 
ing on  the  face.  Attractive  objects  and  the  doll’s 
eyes  maneuver  are  used  to  assess  for  ophthal- 
moplegia. Paraspinal  stroking  (Gallant  reflex) 
should  be  done  in  alternating  short  segments 
along  the  back.  A sensorimotor  response  should 
be  elicited,  and  a flare  to  stroke  should  be  seen 
afterward.  This,  combined  with  intact  anal  wink 
and  no  urinary  dribbling,  verifies  spinal  cord  in- 
tegrity. Observation  of  feeding  effort  is  an  im- 
portant part  of  the  examination,  and  it  is  separate 
from  assessment  of  suck.  During  the  entire  eval- 
uation, respiratory  competence  should  be  eval- 
uated, but  an  arterial  blood  gas  or  infant  pul- 
monary function  tests  are  often  needed  to 
supplement  these  observations.  Central  nervous 
system  abnormalities  are  often  revealed  during 
the  examination,  most  commonly  in  the  form  of 
altered  consciousness  in  the  neonate,  delayed 
cognitive  development  in  the  older  infant,  or  sei- 
zures. Comparing  the  results  of  this  physical  as- 
sessment to  the  findings  for  motor  unit  and  non- 
motor unit  disease  in  Table  2,  should  allow  for 


Tables.  Non-motor  Unit Causesof  Infantile  Hypotonia 

1 . Central  nervous  system  disease 
(congenital  encephalopathies) 

2.  Metabolic  alterations 

A.  abnormal  chemical  homeostasis 

B.  inborn  errors  of  metabolism 

C.  intoxications 

D.  endocrinopathies 

3.  Genetic  diseases  (other  than  inborn  errors) 

A.  chromosomal  disorders 

B.  dysmorphic  syndromes 

4.  Connective  tissue  disorders 

A.  Ehrler-Danlos  Syndrome 

B.  osteogenesis  imperfecta 

C.  chondrodysplasia 

5.  Systemic  illnesses 

A.  acute — sepsis,  trauma,  etc. 

B.  chronic — eg,  congenital  heart  disease 
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})i’oj)ei  localization  oi  the  onciKling  ])rocess  in 
almost  all  cases. 

li  the  findings  suggest  a inotoi'  unit  j)iocess, 
ie,  motor  neuron,  nei  ve,  neuromuscular  junction 
or  muscle  disorder,  it  is  approjjriate  to  proceed 
with  an  examination  of  family  members,  partic- 
ularly the  mother.  Disorders  such  as  neonatal 
myotonic  dystroj)hy  of  congenital  fascioscapu- 
lohunieral  dystrophy  will  he  recognized  best  in 
this  way.  If  no  diagnosis  is  evident  by  examining 
family  members,  a serum  creatinine  j^hosphok- 
inase  may  t)e  obtained.  This  may  he  elevated  by 
the  trauma  of  delivery  alone,  and  caution  is 
needed  in  the  interpretation  of  this  test.  An  elec- 
tromyogram and  nerve  conduction  studies  can 
diagnose  myotonic  and  myasthenic  disorders,  and 
they  can  help  localize  the  level  of  motor  unit 
impairment  for  planning  a biopsy  of  muscle  or 
nerve  as  needed.  This  evaluation  is  discussed  in 
detail  in  this  issue  of  the  Journal  by  Maguire  and 
Sladky.-'^ 

If  the  initial  evidence  suggests  non-motor  unit 
disease,  the  evaluation  may  he  considerably 
broader  in  scope.  Table  3 shows  a list  of  the  cat- 
egories of  disease  to  be  considered.  The  most 
common  of  all  causes  of  infantile  hypotonia  is 
acute  encephalopathy,  particularly  of  hypoxic- 
ischemic  origin.  Systemic  illnesses  may  cause  low 
muscle  tone  in  infants,  but  metabolic  diseases, 
genetic  disorders  and  connective  tissue  diseases 
need  to  be  considered  when  the  diagnosis  is  not 
clearly  apparent  from  the  initial  history,  exami- 
nation or  laboratory  results. 

Encephalopathy  is  defined  by  altered  con- 
sciousness or  seizures.  History  or  examination 
often  point  to  ischemic,  traumatic  or  infectious 
causes.  Laboratory  evaluation  should  include  a 
structural  examination  of  the  brain  by  cranial 
ultrasound,  computed  tomography,  or  magnetic 
resonance  imaging.  An  electroencephalogram  can 
help  define  the  extent  and  prognosis  of  these 
disorders.  A lumbar  puncture  is  indicated  when 
infectious  disease  or  metabolic  disorders  of  lactic 
acid  or  glycine  are  considered.  Disorders  such  as 
systemic  infections,  renal  compromise,  pulmo- 
nary disorders  or  cardiac  disease  are  usually  ev- 
ident on  physical  or  laboratory  examination.  A 
careful  examination  for  dysmorphic  features  is 
always  part  of  the  evaluation,  and  chromosome 
analysis  should  be  performed  in  selected  cases. 
Connective  tissue  disorders  are  usually  apparent 
by  hypermobility  of  joints,  distensibility  of  skin, 
or  secondary  deformity. 


Conclusions 

Hypotonia  is  a sensitive  sign  of  illness  in  infants. 
Eloj)piness  in  an  infant  results  in  a diagnostic 
dilemma  that  can  he  f)est  solved  by  first  consid- 
ering it  in  the  context  of  normal  infant  motor 
development,  and  then  by  distinguishing  those 
infants  likely  to  have  motor  unit  disease  from 
those  who  do  not.  Specific  diagnostic,  genetic, 
j)arenting  and  management  issues,  j^resented 
elsewhere  in  this  issue  of  the  Journal,  need  to  be 
addressed  as  j)art  of  the  care  of  these  infants. 
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First  hundreds... 


Then  thousands 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacfure  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 
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Genetic  Diseases  in  the  Etiology  of  the 
Floppy  Infant 

Francis  J.  DiMario,  Jr,  MD 


. . . Many  of  these  floppy  infant  disorders 
are  shown  ultimately  to  be  genetically 
transmitted. 


The  floppy  infant  presents  a diagnostic  challenge 
to  the  attending  physician.  Enduring  hypotonia, 
in  isolation  or  associated  with  other  clinical  find- 
ings, is  a serious  sign  and  therefore  merits  a dil- 
igent and  methodical  search  for  its  clarification; 
and  since  many  of  these  floppy  infant  disorders 
are  shown  ultimately  to  be  genetically  transmit- 
ted, a carefully  examined  family  pedigree  and 
longterm  follow-up  of  the  affected  infant  be- 
comes necessary. 

The  following  commentaries  and  accompa- 
nying table  briefly  summarize  some  of  the  clinical 
and  genetic  features  of  the  principal  heritable 
disorders  characterized  by  infantile  hypotonia. 
These  disorders  are  analyzed  within  the  cate- 
gories of  autosomal  dominant,  autosomal  reces- 
sive, X-linked,  and  non-Mendelian  inheritance 
patterns  and  one  disease  from  each  of  these  cat- 
egories is  chosen  for  illustrative  purposes. 

Autosomal  Dominant  Disorders 

About  10  to  20  per  cent  of  infants  with  muscular 
dystrophy  of  the  myotonic  type  show  some  hy- 
potonia in  the  neonatal  interval.  They  are  born 
often  after  a pregnancy  notable  for  polyhydram- 
nios. Labor  may  be  prolonged  because  of  inad- 
equate uterine  contractions  making  these  infants 
at  high  risk  for  perinatal  asphyxia.  The  affected 
newborns  display  inadequate  respiratory  effort 
because  of  weak  diaphragmatic  and  intercostal 
musculature.  Assisted  ventilation  is  then  usually 


Francis  J.  DiMario,  Jr,  MD,  is  Assistant  Professor  of 
Pediatrics  and  Neurology  at  the  University  of  Con- 
necticut School  of  Medicine,  Farmington,  Connecticut. 


required  for  several  weeks.  The  principal  clinical 
features  in  these  dystrophic  newborns  include: 
(a)  generalized  hypotonia,  (b)  facial  weakness  with 
limited  facial  expression  and  poor  suck,  (c)  joint 
contractures  which  are  the  result  of  in  utero  hy- 
pomobility,  and  (d)  disturbed  gastrointestinal 
function  including  swallowing  difficulties,  esoph- 
ageal reflux,  and  delayed  intestinal  transit  time. 
As  in  the  case  of  adults  with  myotonic  dystrophy, 
death  is  frequently  the  result  of  cardiomyopathy 
and  cardiac  arrhythmias.  Congenital  cataracts, 
however,  are  rare  in  the  neonatal  form  of  my- 
otonic dystrophy.  The  respiratory  weakness 
gradually  resolves  as  overall  muscle  strength  and 
swallowing  improves. 

A variable  degree  of  mental  retardation  and 
learning  disability  are  to  be  expected.  These 
probably  result  from  some  neuroheteropic 
anomalies  as  well  as  the  brain  injuries  caused  by 
the  perinatal  asphyxia. 

The  diagnosis  of  myotonic  dystrophy  in  a 
hypotonic  newborn  is  strengthened  by  the  ex- 
amination of  the  mother.  While  unaware  of  her 
disease,  she  may  show  myotonia,  demonstrated 
by  an  inability  to  relax  her  hand  after  a pro- 
longed grasp.  Electromyographic  examination  is 
often  quite  diagnostic  with  diminished  resting 
membrane  potential  and  repetitive  depolariza- 
tion (so-called  dive-bomber  phenomenon). 

Autosomal  Recessive  Disorders 

The  heritable  spinal  muscular  atrophies  are  a 
heterogenous  group  of  disorders  characterized 
by  a biotrophic  degeneration  of  motor  neurons 
within  the  anterior  horns  of  the  spinal  cord  and 
in  the  motor  nuclei  of  the  brain  stem.  These  de- 
generative changes  in  nerve  cells,  the  basis  for 
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the  hypotonia,  cause  a secondary  skeletal  ninscle 
atrophy. 

The  spinal  nniscnlar  atrophies  may  arise  in 
adult  life,  adolescence,  or  in  the  newborn  infant. 
VVerdnig-Hof f man  disease  is  the  name  given  to 
the  infantile  form  of  vvhich  two  vaiieties  may  he 
distingnished; 

(1)  The  acute  f ulminating  tyj)e  which  becomes 
clinically  evident  between  birth  and  six  months 
of  age.  In  this  acute  form,  the  mother  may  have 
experienced  diminished  fetal  nKJvement  during 
her  pregnancy  and  typically  the  newl)orn  is 
markedly  hypotonic  with  the  associated  weakness 
more  evident  in  the  proximal  musculature.  Ten- 
don stretch  reflexes  are  diminished  or  absent. 
However,  facial  expression  is  preserved  as  are 
eye  movements  so  that  the  infant  appears  alert 
and  responsive.  The  tongue  appears  atrophic  and 
fascicLilations  may  be  observed.  Paradoxical  res- 
pirations are  often  noted  but  respiratory  func- 
tion, for  the  moment,  is  adec|uate  despite  the 
generalized  weakness.  Most  infants  with  the  acute, 
fulminating  form  of  Werdnig-Hoffman  disease 
will  succumb  within  six  to  twelve  months  because 
of  an  aspiration  pneumonia  facilitated  by  a di- 
minished gag  reflex  and  an  ineffective  cough. 

(2)  The  infant  with  the  chronic  form  of  Werd- 
nig-Hoffman disease  typically  appears  normal  at 
birth  but  develops  some  floppiness  beyond  the 
age  of  three  months.  The  skeletal  muscle  weak- 
ness is  more  evident  in  the  pelvic  than  in  the 
shoulder  girdle.  The  clinical  course  may  stabilize 
for  years  with  no  evidence  of  progression.  Joint 
contractures  and  scoliosis  may  become  important 
management  concerns  as  the  infant  grows  older. 
Death  in  young  adulthood  is  typically  the  result 
of  progressive  respiratory  insufficiency. 

The  diagnosis  of  either  variety  of  Werdnig- 
Hoffman  disease  is  corroborated  by  muscle  bi- 
opsy (w'hich  shows  a neurogenic  type  of  muscle 
fiber  atrophy  alternating  with  normally  sized 
muscle  fibers)  and  electromyography.  Serum 
creatine  phosphokinase  is  typically  normal.  Di- 
carboxylic  aciduria  has  been  identified  in  a few 
patients  with  Werdnig-Hoffman  disease  but  its 
meaning  is  unclear. 

X-Linked  Disorders 

The  cerebro-oculo-renal  syndrome  [Low'e’s  syn- 
drome] is  a rare  disorder  associated  with  pro- 
found hypotonia  and  hyporeflexia  of  the  new- 
born. These  infants  manifest  the  following 
additional  signs  during  their  short  clinical  course: 
cataracts,  corneal  lesions,  glaucoma,  a hypo- 
phosphatemic  rickets  of  renal  origin  and  severe 


mental  retardation.  The  mothers  of  these  infants 
may  have  lenticulai  ojiacities,  a jiartial  expres- 
sion of  theii  carrier  state.  Later  in  infancy  a renal 
tubular  acidosis  develojis  as  well  as  an  amino  aci- 
duria. Serum  calcium  is  normal  while  serum 
jihosjihate  is  lowered  and  alkaline  jihosjihatase 
elevated.  Death  f rom  acidosis  and  renal  insuffi- 
ciency commonly  occurs  within  the  first  few  years 
of  life. 

Table  1.  Heritable  Disorders  Associated  with  the 
Floppy  Infant  Syndrome* 

Autosomal  Dominant  Transmission: 

Achondroplasia 
Central  core  myopathy 
Congenital  fiber-type  disproportion 
Congenital  hypomyelinating  neuropathy 
Congenital  myotonic  dystrophy 
Ehlers-Danlos  syndrome  [I,  II,  III,  IV,  VII,  VIII] 

Hereditary  motor-sensory  neuropathy 
Marfan  syndrome 
Minicore  myopathy 
Myotubular  myopathy 
Nemaline  myopathy 

Autosomal  Recessive  Transmission 

Acid  maltase  deficiency  [Pompe's  disease] 

Amino  acid  dysmetabolism 
Carnitine  deficiency 
Congenital  fiber-type  disproportion 
Central  core  myopathy 
Congenital  muscular  dystrophy 
Congenital  myasthenia  syndrome 
Ehlers-Danlos  syndrome  [VI] 

LIssencephaly 

Myophosphorylase  deficiency  [McArdle’s  disease] 

Myotublar  myopathy 

Nemaline  myopathy 

Organic  acid  dysmetabolism 

Peroxisomal  disorders 

Phosphofructokinase  deficiency 

Progressive  degenerative  diseases,  various 

Pyruvate  dysmetabolism  [Leigh’s  disease] 

Spinal  muscular  atrophy  [Werdnig-Hoffman  disease] 

X-Linked  Transmission 

Cerebro-oculo-renal  syndrome  [Lowe’s  syndrome] 
Ehlers-Danlos  syndrome  [V] 

Kinky  hair  disease  [Menkes’  disease] 
Mucopolysaccharidosis  [Hunter’s  disease] 

Myotubular  myopathy 

Non-Mendelian  Transmission 

Chromosomal  Aberrations 
Down  syndrome  [trisomy  21] 

Miller-Dieker  syndrome  [17  deletion] 

Prader-Willi  syndrome  [15q  deletion] 

Cytoplasmic  DNA  Abnormalities 
Mitochondrial  myopathies 


‘Some  listed  diseases  [eg,  nemaline  myopathy]  have  been  as- 
sociated with  more  than  one  pattern  of  genetic  transmission  and 
are  accordingly  placed  in  more  than  one  category. 
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Non-Mendelian  Genetic  Disorders 

A number  of  the  floppy  infant  syndromes  are 
associated  with  a demonstrable  chromosomal 
abnormality,  an  example  of  which  is  the 
Prader-Willi  syndrome  (PWS).  This  disorder  is 
said  to  occur  about  once  in  every  25,000  to  50,000 
live  births.  The  following  features  characterize 
PWS:  hypotonia,  early  feeding  problems,  genital 
hypoplasia  (undescended  testes,  small  penis,  hy- 
poplastic labia  minora,  later  amenorrhea)  obes- 
ity, emotional  instability  and  mental  retardation. 
Over  half  of  the  cases  identified  as  PWS  have 
detectable  abnormalities  of  the  long  arm  of  chro- 
mosome 15,  best  visualized  during  prometaphase 
banding.  PWS  inheritance  may  be  multifactorial. 

The  diagnosis  of  PWS  is  often  suggested  in 
retrospect  as  the  elements  of  the  syndrome  evolve. 
In  infancy,  the  affected  baby  may  appear  le- 
thargic and  inactive,  with  profound  feeding  dif- 
ficulties leading  to  a failure  to  thrive.  The  hy- 
potonia tends  to  become  less  prominent  over  time 
and  is  supplanted  by  the  characteristic  central 
obesity,  which  becomes  evident  between  six 
months  and  three  years  of  life.  Although  lan- 
guage reception  seems  unimpaired  there  is  a no- 
table lag  in  speech.  As  the  child  becomes  older, 
subtle  dysmorphic  features  appear,  including  a 
narrow  forehead  (often  associated  with  an  un- 
derlying microcephaly),  almond-shaped  upslant- 
ing  palpebral  fissures,  clownturned  mouth  and 
small  hands  and  feet.  Intellectual  impairment  and 
behavior  problems,  particularly  food  boarding, 
are  encountered  in  the  school-aged  child  with 
PWS.  Hypothalamic  dysfunction  is  the  basis  for 
the  hypogonadism  and  ultimately  for  the  short 
stature  seen  in  the  PWS  children. 


Address  correspondence  to:  Francis  J.  DiMario,  Jr, 
MD,  Pediatric  Neurology,  University  of  Connecticut 
Health  Center,  Farmington,  Connecticut  06032,  (203) 
679-3535. 
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Diagnosis  and  Management  of  Diseases 
Affecting  the  Motor  Unit  in  Infancy 


Henry  C.  Maguire,  MD 
John  T.  Sladky,  MD 


. . . Hypotonia  can  result  from  numerous 
disorders  effecting  the  brain,  the  neuro- 
muscular system,  or  both. 


The  floppy  infant  is  a challenging  diagnostic 
problem  for  the  pediatric  neurologist  because  the 
clinical  phenotype,  the  hypotonic  infant,  can  re- 
sult from  numerous  disorders  affecting  the  brain, 
the  neuromuscular  system  or  both.  This  discus- 
sion will  deal  with  the  more  important  diseases 
in  which  hypotonia  is  associated  with  weakness 
due  to  involvement  of  the  motor  unit  in  infancy. 

The  motor  unit  is  comprised  of  the  anterior 
horn  cells  of  the  spinal  cord,  the  peripheral  nerve, 
the  neuromuscular  junction  and  the  muscle.  Ta- 
ble I lists  diseases  affecting  each  portion  of  the 
motor  unit  which  cause  floppiness  in  infancy. 
Before  discussing  the  diseases  individually  some 
general  comments  should  be  made  concerning 
clinical  findings  and  diagnostic  tools  used  in  the 
assessment  of  the  hypotonic  infant. 

Infants  are  floppy  because  of  decreased  mus- 
cle tone.  They  have  the  feel  of  a rag  doll.  Spon- 
taneous movements  are  usually  present  but  are 
limited  in  vigor.  There  is  decreased  resistance  to 
passive  movement  and  usually  increased  range 
of  joint  motion.  Because  of  the  decreased  tone 
the  limbs  will  often  assume  abnormal  postures. 
For  example,  the  legs  will  lie  externally  rotated 
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and  abducted,  a position  likened  to  a “frog’s  leg” 
posture.  Two  maneuvers  are  useful  in  demon- 
strating decreased  tone.  When  the  infant  is  sus- 
pended with  the  examiner’s  palm  underneath 
the  chest,  the  patient’s  head,  arms,  and  legs  hang 
limply  forming  an  inverted  “U”  posture.  When 
the  child  is  brought  from  a supine  to  sitting  po- 
sition by  applying  traction  to  the  arms,  the  head 
lags  behind  the  rest  of  the  torso  and  falls  forward 
when  it  reaches  the  vertical  axis.' 

Serum  muscle  enzymes,  nerve  conduction 
studies,  electromyography,  and  tissue  biopsy  are 
important  laboratory  tools  in  evaluating  diseases 
of  constituent  elements  of  the  motor  unit.  Ele- 
vations of  creatine  phosphokinase  and  aldolase 
in  the  serum  generally  reflect  damaged  or  de- 
generating muscle  tissue  and  suggest  that  the  pri- 
mary process  is  myopathic.  Electromyography 
(EMG)  can  be  confirmatory  when  hypotonia  and 
weakness  are  due  to  neuromuscular  disease  and 
are  not  central  in  origin,  indicating  the  cause  as 
either  myopathy  or  denervation.  Nerve  conduc- 
tion studies  (NCS)  can  help  to  identify  whether 
the  peripheral  nervous  system  is  affected  and 
whether  the  primary  process  is  axonal  degen- 
eration or  segmental  demyelination.  Muscle  or 
nerve  biopsy  have  become  increasingly  impor- 
tant diagnostic  tools  with  the  application  of  his- 
tochemistry, immunostaining  and  biochemical 
and  molecular  biological  techniques. 

Anterior  Horn  Cell  Disease 

Werdnig-Hoffman  disease  is  the  only  infantile, 
non-infectious  disorder  in  which  motor  neuron 
impairment  causes  hypotonia  and  weakness.  The 
clinical  presentation  is  fairly  characteristic.  De- 
creased motor  capacity  at  birth  or  early  infancy 
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is  oltcn  tlic  presenling  complaint  t(j  tlic  pedia- 
trician or  pediatric  neurologist.  (Children  typi- 
cally develop  feeding  difficulty  with  poor  suck 
and  swallow,  l espiratory  embarrassment  and  oc- 
casionally failure  to  thrive.  A history  of  clecreased 
fetal  movements  can  be  elicited  from  tbe  motber 
in  approximately  thirty  per  cent  of  the  cases, ^ 
presnmj)tive  evidence  that  degeneration  of  nu^- 
tor  neurons  began  antenatally. 

(Certain  clinical  features  suggest  involvement 
of  the  peripheral  nervous  system.  Because  there 
is  a loss  of  motor  axons  the  efferent  jiortion  of 
the  myotatic  reflex  arc  is  lost  and  reflexes  are 
severely  depressed  or  absent.  Hypotonia  is  ac- 
companied by  varying  degrees  of  muscle  weak- 
ness depending  on  the  stage  of  the  disease.  Hy- 
potonia and  weakness  of  the  legs  leads  to 
abduction  and  external  rotation  of  the  hips.  Sen- 
sation is  intact  and  the  child  grimaces  and  cries 
to  noxious  stimuli.  Involvement  of  bulbar  motor 
neurons  eventually  results  in  fasciculations  of  the 
tongue  and  orbicularis  oculi.  A common  obser- 
vation in  these  children,  however,  is  their  bright, 
lively  facial  expressions  despite  severe  somatic 
weakness.  This  is  in  contrast  to  some  hypotonic 
infants  whose  facial  expressions  and  affect  ap- 
pear depressed.  Once  the  diagnosis  is  suspected 
an  EMG/NCS  should  be  performed.  Electro- 
physiological  testing  may  confirm  denervation  in 
muscles  while  demonstrating  normal  sensory 
nerve  conduction,  thus  indicating  that  the  path- 
ological process  is  proximal  to  the  level  of  the 

Table  1.  Diseases  of  the  Motor  Unit  Causing 

Hypotonia  in  Infancy 

Anterior  Horn  Cell 
Werdnig  - Hoffmann  disease 

Peripheral  Nerve 
Guillain-Barre  syndrome 

Chronic  inflammatory  demyelinating  polyneuropathy 
Congenital  hypomyelination  syndrome 
Hereditary  sensory  motor  neuropathy 
Dejerine  Sottas  neuropathy 
Neuroaxonal  dystrophy 
Giant  axonal  neuropathy 

Neuromuscular  Junction 
Neonatal  myasthenia 
Congenital  myasthenia 

Acquired  Myasthenia  gravis 

Botulism 

Muscle 

Congenital  muscular  dystrophies 
Inflammatory  myopathies 
Congenital  myopathies 
Mitochondrial  myopathies 
Metabolic  myopathies/storage  diseases 


doi  sal  root  ganglia  and  is  not  a peripheral  neu- 
ropathy.  A nurscle  biopsy  will  typically  show  neu- 
logenic  changes  with  groujjs  of  small  atrophic 
myoflbers  adjacent  to  large  fibers. 

I he  prognosis  is  poor.  Patients  w'ho  present  in 
the  first  three  months  of  life  frequently  succumb 
to  pneumonia  or  resj)irat<^ry  failure  by  no  later 
than  two  to  three  years. ^ T herapy  is  supportive 
with  particidar  attention  to  pulmonary  toilette 
for  the  patient  and  genetic  counselling  for  the 
parents,  (iastrostomy  may  be  necessary  if  the  pa- 
tient is  too  weak  to  feed. 

Peripheral  Nerve  Disorders 

Peripheral  neuopathies  are  uncommon  in  in- 
fancy. T hey  can,  however,  cause  hypotonia  and 
therefore  need  to  be  considered  in  the  differ- 
ential diagnosis  of  the  floppy  infant.  Infantile 
hypotonia  can  be  considered  in  three  groups:  1) 
hereditary  sensory  motor  neuropathies  (HSMN), 
2)  acquired  demyelinating  neuropathies,  and,  3) 
miscellaneous  disorders. 

The  hereditary  sensory  motor  neuropathies 
represent  a diagnostic  category  defined  by  Dyck 
and  colleagues.^  They  are  both  phenotypically 
and  genotypically  heterogeneous.  Some  are 
transmitted  as  autosomal  dominant  and  some  as 
recessive  traits.  HSMN  types  I and  II  (the  de- 
myelinating and  axonal  forms  of  Charcot  Marie 
Tooth  disease)  are  dominantly  inherited  and  are 
rarely  symptomatic  in  infancy.  Typically,  they 
present  in  the  late  first  or  early  second  decade 
with  a foot  drop,  pes  cavus,  and  hammer  toes. 
Nerve  conduction  studies  can  usually  character- 
ize the  type  on  the  basis  of  conduction  velocities. 
Diagnosis  is  confirmed  by  demonstrating  similar 
electrophysiological  abnormalities  in  one  of  the 
child’s  parents  establishing  a dominant  pattern 
of  inheritance. 

HSMN  type  HI  (Degerine  Sottas  disease)  is 
another  inherited  neuropathy  that  usually  pre- 
sents before  twelve  months  of  age.  Hypotonia  is 
a prominent  symptom  in  two-thirds  of  cases  along 
with  delayed  motor  development.^  The  weak- 
ness, in  general,  is  more  severe  than  in  other 
types  of  HSMN  and  there  are  case  reports  of 
transient  respiratory  failure.  The  disease  is  in- 
herited in  an  autosomal  recessive  fashion  and 
there  is  usually  no  family  history.  Nerve  con- 
duction studies  reveal  severe  slowing  of  conduc- 
tion velocities.  LInless  one  can  demonstrate  an 
affected  sibling  and  normal  parents,  the  phen- 
otype of  HSMN  III  can  be  indistinguishable  from 
children  with  hypomyelinating  neuropathy.® 
Nerve  biopsy  is  helpful  in  distinguishing  these 
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entities.  The  most  characteristic  feature  of  HSMN 
III  is  prominent  onion-bulb  formations  indicat- 
ing repetitive  segmental  demyelination  and  re- 
myelination. 

Chronic  inflammatory  demyelinating  poly- 
neuropathy (CIDP)  has  only  been  recently  de- 
scribed in  infancy  and  is  important  to  recognize 
because  it  is  potentially  treatable.  One-third  of 
patients  with  CIDP  in  early  childhood  were  hy- 
potonic in  the  newborn  period  with  generalized 
weakness  and  hypoactive  reflexes.’  The  cerebro- 
spinal fluid  protein  was  elevated  in  these  patients 
and  there  was  no  family  history  of  a neuropathy. 
Nerve  conduction  studies  revealed  marked  slow- 
ing consistent  with  a demyelinating  neuropathy. 
In  half  of  these  children  specific  electrophysio- 
logic  features  of  acquired  demyelination:  mul- 
tifocal slowing,  conduction  block  and  temporal 
dispersion,  were  present.’  Sural  nerve  biopsy  was 
also  helpful  in  establishing  the  diagnosis  typically 
demonstrating  prominent  edema  and  inflam- 
matory changes  with  only  rudimentary  onion- 
bulb  formation. 

Accurate  diagnosis  is  important  because  these 
patients  respond  to  steroids  with  improvement 
of  the  weakness  and  hypotonia.’  Sometimes  the 
clinical  and  laboratory  data  do  not  allow  for  a 
definitive  diagnosis  of  an  acquired  demyelination 
disorder.  In  instances  with  a progressive  demye- 
linating neuropathy  and  no  family  history,  a 
therapeutic  trial  steroids  is  appropriate. 

The  third  group  of  peripheral  neuropathies 
in  infancy  causing  hypotonia  are  characterized 
by  specific  morphologic  features  of  nerve  or 
muscle  including  neuroaxonal  dystrophy,  giant 
axonal  neuropathy,  and  congenital  hypomyeli- 
nating  neuropathy.  These  disorders  are  rare. 

In  neuroaxonal  dystrophy  most  patients  are 
normal  until  after  six  months  of  age  when  they 
develop  progressive  hypotonia,  weakness,  and 
muscle  atrophy  along  with  disturbed  extraocular 
movements.  Nerve  conduction  studies  and  EMG 
are  normal  early  in  the  disease.  The  diagnosis  is 
established  by  examination  of  the  sural  or  intra- 
muscular nerves  which  demonstrate  spheroidal 
axonal  swellings.  These  spheroids,  ultrastruc- 
turally,  are  composed  of  glycogen,  mitochondria, 
dense  bodies  and  membrane-bound  vesicular 
profiles.®  ® Inheritance  is  autosomal  recessive. 

Giant  axonal  neuropathy  (GAN)  is  a chronic 
distal  sensorimotor  neuropathy  that  seldom 
presents  in  the  first  year  of  life.  There  have,  how- 
ever, been  case  reports  of  hypotonic  infants  with 
morphologic  features  consistent  with  this  diag- 
nosis, including  eosinophilic  axonal  spheroids  due 


to  dense  accumulations  of  neurofilaments  within 
the  central  axoplasm.'®  " The  disease  is  inherited 
in  an  autosomal  recessive  fashion  and  has  the 
curious  clinical  feature  of  hypopigmented,  curly 
hair  in  the  majority  of  patients. 

Gongenital  hypomyelinating  neuropathy  usu- 
ally appears  in  the  first  months  of  life  with  hy- 
potonia, areflexia,  distal  muscle  weakness,  and 
atrophy.  The  diagnosis  is  suspected  when  nerve 
conduction  is  slowed.  The  disorder  is  not  easily 
distinguished  from  other  demyelinating  neurop- 
athies of  infancy.  Nerve  biopsy  is  essential  in  es- 
tablishing the  diagnosis  and  reveals  relative  spar- 
ring of  large  caliber  axons  and  a primary  failure 
of  normal  myelination,  in  contradistinction  to 
HSMN  III  and  CIPD  in  which  there  is  segmental 
demyelination  and  remyelination.®  The  prog- 
nosis in  these  disorders  is  poor  with  the  majority 
of  reported  cases  succumbing  in  infancy.  Survi- 
vors have  delayed  motor  development  though 
some  eventually  do  walk. 

Disorders  of  the  Neuromuscular  Junction 

At  the  neuromuscular  junction  (NMJ)  a motor 
nerve  action  potential  causes  the  release  of  ace- 
tylcholine which  diffuses  across  the  synaptic  cleft 
and  binds  to  the  specific  receptor  on  the  muscle 
membrane.  This  in  turn  results  in  the  depolar- 
ization of  the  muscle  fiber  membrane  and  release 
of  calcium  from  the  sarcoplasmic  reticulum  fol- 
lowed by  contraction  of  the  muscle  fiber.  Ac- 
quired or  congenital  defects  at  the  NMJ  may  cause 
hypotonia  in  infancy. 

Myasthenia  gravis  is  an  autoimmune  disease 
that  results  in  ptosis,  displopia,  and  generalized 
weakness  in  adults.  It  is  caused  by  IgG  antibodies 
directed  against  post-synaptic  acetylcholine  re- 
ceptors at  the  NMJ.  Antibody-mediated  destruc- 
tion of  acetylcholine  receptors  impairs  transmis- 
sion of  nerve  impulses  to  muscle  fibers. 

Because  IgG  crosses  the  maternal  placental 
barrier  a transient  immunologically-mediated 
disease  may  arise  in  infants  born  to  myasthenic 
mothers.  This  condition  is  known  as  neonatal 
myasthenia  gravis  (NMG).  Infants  with  NMG  are 
hypotonic,  weak,  have  a soft  cry,  and  may  de- 
velop respiratory  failure.  Occasionally,  they  ex- 
hibit ptosis  and  ophthalmoplegia.  While  two- 
thirds  of  these  children  are  symptomatic  within 
several  hours  after  birth  some  appear  well  until 
day  three. The  diagnosis  should  be  suspected 
in  a floppy  infant  whose  mother  has  myasthenia 
gravis.  The  severity  of  the  maternal  disease  is  not 
predictive  of  the  gravity  of  symptoms  in  the  child. 
Overall,  approximately  15  per  cent  of  children 
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1)0111  to  iiiyasllienic  mothers  will  develoj)  NM(i. 

Once  suspected,  the  diagnosis  is  eoiifiniied 
electrophysiologically  by  demonstrating  a tyjiieal 
decrement  in  the  amplitude  ol  the  compound 
motor  action  j)otential  during  repetitive  motor 
nerve  stimulation.  Alternatively,  clinical  im- 
provement after  administration  of  edrophonium 
or  neostigmine  is  highly  suggestive  of  the  diag- 
nosis of  NM(h  Roth  medications  are  acetylcho- 
linesterase inhibitors  and  improve  neuromus- 
cular transmission  by  slowing  the  enzymatic 
hydrolysis  of  acetylcholine  in  the  NMJ.  In  cases 
that  do  not  respond  to  anticholinesterases,  plasma 
exchange  therapy,  which  reduces  the  amount  of 
circulating  anti-receptor  antibody,  can  he  effec- 
tive.*^ The  duration  of  the  illness  is  usually  two 
to  six  weeks. 

Congenital  myasthenia  gravis  is  characterized 
by  an  abnormality  in  the  structure  or  function 
of  part  of  the  neuromuscular  junction.  There  is 
no  distinct  clinical  phenotype  among  these  dis- 
orders but  they  can  present  as  weakness  and  de- 
creased tone  in  the  first  months  of  life.  Both 
autosomal  dominant  and  recessive  transmissions 
have  been  documented  in  some  pedigrees.  The 
types  of  defects  described  under  the  general 
heading  of  congenital  myasthenia  include  ace- 
tylcholinesterase deficiency,  abnormal  synthesis 
or  mobilization  of  acetylcholine,  paucity  of  sec- 
ondary synaptic  clefts,  and  prolonged  opening 
of  acetylcholine  receptor-coupled  ion  channels.'^ 

Botulism  is  a recently  recognized  cause  of  hy- 
potonia and  weakness  in  infancy  and  is  important 
to  recognize  because  of  the  need  in  such  cases 
for  supportive  feeding  and  respiratory  care. 
When  Clostridium  Botulinum  spores  germinate 
in  the  intestine  the  elaborated  botulinum  toxin 
is  absorbed  systeinically.  Botulinum  toxin,  the 
most  potent  neurotoxin  known  to  man,  prevents 
the  release  of  acetylcholine  from  the  presynaptic 
terminals  of  motor  axons.  This  blocks  transmis- 
sion of  nerve  impulses  at  the  NMJ  and  results  in 
paralysis  of  both  striated  and  smooth  muscle.  The 
clinical  consequences  are  hypotonia,  weakness, 
areflexia,  constipation,  limitation  of  extraocular 
movements,  and  sluggishly  reactive  pupils.  Once 
suspected,  the  diagnosis  can  be  proven  electro- 
physiologically by:  (1)  an  increment  of  the  com- 
pound motor  action  potential  following  repeti- 
tive motor-nerve  stimulation  at  high  rates  (20  HZ 
or  greater),  (2)  voluntary  motor  units  that  are 
short  in  duration  and  decreased  in  amplitude, 
and,  (3)  fibrillations  and  positive  sharp  waves  at 
rest  on  EMG.'*^  Definitive  diagnosis  rests  on  the 
isolation  of  the  organism  or  toxin  from  the  stool. 


The  age  of  on.set  is  usually  7 to  14  weeks  with 
94  per  cent  of  patients  younger  than  six  months 
of  age."’  Over  one-half  of  the  rejiorted  cases  in 
the  United  States  were  from  (kilifornia,  Utah,  or 
Pennsylvania.  It  is  interesting  that  in  12.8  per 
cent  of  cases  of  sudden  infant  death  syndrome 
C.  dif  f icile  toxin  was  isolated  f rom  the  stool,  sug- 
gesting a possible  link  between  the  two  disor- 
ders.*’ 

(kire  is  supportive  with  careful  attention  di- 
rected towards  jjrotecting  the  airway  because  of 
pharyngeal  weakness.  Because  of  weak  sucking 
and  swallowing  infants  frequently  require  nutri- 
tional siqjport  in  the  form  of  nasogastric  feed- 
ings. In  severe  cases,  affected  infants  may  recjuire 
mechanical  ventilation  for  several  weeks.  In  vir- 
tually all  cases  there  is  slow  recovery  of  strength 
over  days  to  weeks  as  toxin-inactivated  NMJs  de- 
generate and  new  NMJs  are  formed.  Residual 
deficits  are  uncommon.  Cases  of  recurrent  in- 
fantile botulism  are  rare  but  have  been  re- 
ported.*** 

Muscle  Disorders 

Any  disease  affecting  muscle  in  infancy  may  cause  I 
hypotonia.  The  disorders  involving  muscle  in  the  j 
newborn  period  include:  ( 1 ) congenital  muscular  ; 
dystrophy,  (2)  polymyositis,  (3)  congenital  my-  | 
opathies,  (4)  mitochondrial  cytopathies,  and  (5)  ! 

metabolic  myopathies.  Except  for  congenital  my-  [ 
otonic  dystrophy,  the  diagnosis  requires  histo-  j 
pathologic  and  biochemical  analysis. 

Infants  with  congenital  muscular  dystrophy  are 
weak  and  hypotonic  at  birth.  Arthrogryposis,  hip 
contractures,  and  hip  dislocations  are  common. 

Serum  muscle  enzymes  are  only  mildly  elevated  j 
and  EMC  reveals  small  amplitude  polyphasic  * 
motor  units  with  a myopathic  recruitment  pat- 
tern. Loss  of  myofibers,  with  fatty  and  connective  ; 
tissue  infiltration,  is  present  on  biopsy.  Other  I 
clinical  and  laboratory  features  help  differentiate  j 
different  subtypes  of  congenital  muscular  dys-  i 
trophy.  In  the  Eukuyama  type,  seen  predomi-  ' 
nantly  in  Japan,  mental  retardation  is  common  i‘ 

and  muscle  weakness  is  progressive  with  death  j 

usually  before  ten  years  of  age.*®  Brain  imaging  j 
studies  disclose  cerebral  hypoinyelination,  po-  ! 
lymicrogyria,  lissencephaly,  and  cortical  hetero- 
topia.*® The  spectrum  of  congenital  muscular 
dystrophy  described  in  North  America  and  Eu- 
rope differs  clinically  from  the  Fukuyama  type.  ' 
Some  children  have  a relentlessly  progressive  le-  ^ 
thal  course.  In  others,  however,  motor  mile-  j 
stones  are  gained,  albeit  slowly.  Intelligence  is 
usually  normal  and  survival  into  adulthood  the 
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rule.  Brain  abnormalities  are  rarely  demon- 
strated radiographically.  The  inheritance  pat- 
tern in  most  forms  of  congenital  muscular  dys- 
trophy is  autosomal  recessive  but  autosomal 
dominant  inheritance  is  described.^'* 

Polymyositis  rarely  occurs  in  infants.  It  is  a 
potentially  treatable  disease  and  should  be  con- 
sidered when  evaluating  the  floppy  infant.  These 
patients  present  with  proximal  or  generalized 
muscle  weakness,  hyporeflexia,  and  hypotonia. 
The  diagnosis  is  suspected  when  there  is  marked 
elevation  of  serum  CPK.  The  EMG  is  myopathic 
while  nerve  conduction  studies  are  normal.  Mus- 
cle biopsy  can  be  nonspecifically  abnormal  or 
show  typical  findings  of  polymyositis:  myofiber 
degeneration  and  regeneration,  perifascicular 
atrophy  and  inflammatory  infiltrates.  Differen- 
tiation from  congenital  muscular  dystrophy  can 
sometimes  be  difficult  particularly  when  the 
muscle  biopsy  is  not  diagnostic.  Infants  with  poly- 
myositis, in  contradistinction  to  congenital  mus- 
cular dystrophy,  respond  well  to  treatment  with 
corticosteroids.^'  Therefore,  it  is  reasonable  to 
consider  a therapeutic  trial  of  steroids  in  an  in- 
fant with  a sporadic  myopathy  and  an  elevated 
CPK  when  the  biopsy  is  not  specific. 

The  congenital  myopathies  represent  a group 
of  disorders  which  are  characterized  by  specific 
changes  present  on  histochemical  or  electron  mi- 
croscopic examination  of  muscle  biopsy  speci- 
mens. Floppiness  from  birth  is  a common  clinical 
feature  in  some  but  not  all  cases.  These  patients 
often  have  accompanying  ptosis  and  facial  weak- 
ness, a high  arched  palate  and  dislocated  hips. 
Motor  development  is  delayed  and  occasionally 
there  is  cognitive  delay.  Unlike  other  primary 
diseases  of  muscle,  such  as  muscular  dystrophy 
or  polymyositis,  there  is  little  or  no  elevation  in 
the  plasma  CPK  but  the  EMC  demonstrates  my- 
opathic motor  unit  potentials  and  recruitment. 
Congenital  myopathies  may  be  inherited  in  an 
autosomal  dominant,  recessive  or  x-linked  fash- 
ion while  sporadic  cases  also  occur. 

Over  ten  different  types  of  congenital  myopa- 
thies have  been  identified  and  they  are  named 
after  their  primary  morphological  features.  For 
example,  in  central  core  disease  when  muscle  fi- 
bers are  stained  for  oxidative  enzymes  there  is 
absence  of  staining  in  the  center  of  the  fiber.  In 
patients  with  centronuclear  or  myotubular  my- 
opathy the  nuclei  of  the  myofibers  are  located 
centrally  and  not  peripherally  along  the  subsar- 
colemmal  membrane  as  is  seen  in  normal,  mature 
muscle  cells. 

Congenital  myotonic  dystrophy  presents  in  the 


newborn  period  with  generalized  hypotonia, 
pharyngeal  and  generalized  muscle  weakness, 
often  with  feeding  and  respiratory  difficulties. 
These  infants  often  have  marked  temporallis 
muscle  wasting,  anteversion  of  the  philtrum,  and 
tenting  of  the  upper  lip.  In  some  series  anal 
sphincter  insufficiency  is  reported."^  Muscle  bi- 
opsy in  these  infants  does  not  show  any  specific 
features.  The  disorder  is  inherited  in  an  auto- 
somal dominant  fashion  and  in  virtually  all  cases 
of  congenital  myotonic  dystrophy  the  affected 
parent  is  the  mother.  The  reasons  for  this  pattern 
of  inheritance  are  not  clear.  Thus,  features  con- 
sistent with  myotonic  dystrophy  in  the  mother 
virtually  confirms  the  diagnosis  in  the  affected 
newborn.  In  most  reported  cases  of  congenital 
myotonic  dystrophy  the  mother  was  undi- 
agnosed at  the  time  of  delivery  and  was  discov- 
ered to  have  myotonic  dystrophy  only  as  part  of 
the  evaluation  of  her  floppy  newborn. 

The  treatment  for  congenital  myotonic  dys- 
trophy is  supportive.  The  profound  weakness 
present  in  the  perinatal  period,  which  may  even 
require  ventilatory  support,  is  transient  and 
gradually  improves  within  days  to  weeks  but  oc- 
casionally may  persist  for  months.  The  overall 
outlook  for  these  infants  is  guarded  because  in 
addition  to  their  neuromuscular  disease  many 
infants  with  myotonic  dystrophy  will  be  mentally 
retarded. 

Abnormal  mitochondrial  function  results  in  a 
variety  of  clinical  syndromes  some  of  which  arise 
in  infancy.  Newborns  with  mitochondrial 
encephalomyopathies  typically  present  with  gen- 
eralized hypotonia,  seizures,  and  developmental 
delay.  Serum  levels  of  lactate  pyruvate  may  be 
elevated  reflecting  disordered  mitochondrial 
metabolism.  The  EMC  is  myopathic.  Definitive 
diagnosis  is  made  by  muscle  biopsy  when  sub- 
sarcolemmal  accumulations  of  mitochondria  are 
demonstrated.  In  the  mitochondrial  cytopathies 
there  are  defective  respiratory  chain  enzyme  sys- 
tems within  the  mitochondria  disturbing  the  for- 
mation of  ATP  via  oxidative  phosphorylation.  It 
is  often  possible  to  identify  the  specific  enzyme 
defect  and  in  certain  situations  institute  effective 
treatment  with  agents  that  bypass  the  metabolic 
blocks  within  the  respiratory  chain.  Occasionally 
maturation  of  the  enzyme  systems  is  delayed  and 
weak  hypotonic  infants  can,  with  supportive  care, 
become  normal  over  a period  of  months  to  years 
as  the  enzymes  become  functional.^'' 

Enzyme  deficiencies  can  cause  abnormal  gly- 
cogen metabolism  leading  to  infantile  hypotonia. 
Acid  maltase  deficiency,  otherwise  glycogenosis 
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lypc  II  or  Ponijje’s  disease,  manifests  in  the  new- 
born period  with  generalized  weakness,  hypo- 
tonia, macroglossia,  and  organ  enlargement. 
Death,  due  to  cardiac  or  respiratory  failure,  oc- 
curs in  the  first  or  second  year  of  lile.^’’’  (d’K  can 
he  mildly  elevated  and  tlie  EMCi  is  noted  lor  the 
presence  of  myojjathic  units  and  electrical  my- 
otonia in  infancy.  Muscle  biopsy  denumstrates 
glycogen  vacuoles  within  myolibers.  fhere  is  no 
effective  treatment.  Branching  enzyme  defi- 
ciency, glycogenosis  tyj^e  IV,  is  clinically  similar 
to  acid  maltase  deficiency.  In  both  disorders  die 
diagnosis  is  established  by  identification  of  the 
specific  enzyme  defect  in  cultured  white  lilood 
cells  or  fibroblasts. 
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Therapy  and  Rehabilitation  of  the 
Floppy  Infant 


Gloria  D.  Eng,  MD 


Even  with  support,  some  families  cannot 
cope  with  a terminally  ill  child  in  the  home 
and  hospice  care  or  even  hospital  care  will 
he  needed. 


Even  the  most  hapless  infant  who  lies  immobile, 
too  weak  to  suck  and  swallow,  who  whimpers 
instead  of  cries,  whose  life-span  appears  pre- 
dictably short,  deserves  that  life  to  be  as  near 
normal  as  possible  and  free  of  discomfort.  (Fig 
1 & 2) 

Therapy  in  the  infant  with  a neuromuscular 
disorder  is  based  (whenever  possible)  on  an  ac- 
curate diagnosis.  Knowing  the  natural  evolution 
of  the  disease  process  and  its  associated  compli- 
cations helps  in  practical  management.  The  prin- 
ciples of  rehabilitation  remain  the  same  for  the 
child  with  a shortened  life-span  and  for  the  one 
who  grows  into  adulthood;  that  is,  ( 1 ) One  should 
try  to  elicit  sequential  development  — bring  out 
the  best  possible  mental,  emotional  and  physical 
capabilities  as  the  child  grows;  and  (2)  Prevent 
secondary  complications  and  deformities  which 
would  impair  comfort. 

The  most  common  diagnosis  to  be  considered 
in  the  floppy  baby  is  Infantile  Spinal  Muscular 
Atrophy  (Type  I,  Werdnig-Hoffmann  Disease  or 
SMA).  Though  this  disorder  rarely  allows  the 
infant  to  survive  beyond  three  years  of  age  (the 
mean  survival  in  our  series  is  between  seven  and 
eight  months'),  counsel  and  support  are  given 


Gloria  D.  Eng,  MD,  is  Professor  of  Pediatrics  and 
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Children’s  Hospital  National  Medical  Center,  Wash- 
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the  parents  in  understanding  the  diagnosis  and 
helping  them  develop  a level  of  comfort  in  nur- 
turing, feeding  and  moving  their  infant. 

Feeding 

Breast-feeding  may  be  difficult  because  the  in- 
fant tends  to  fatigue  quickly  and  does  not  empty 
the  breast.  The  infant  may  not  extract  enough 
to  sustain  a good  nutritional  level.  Invariably  bot- 
tle feeding  supplants  breast-feeding  and  then  the 
choice  of  adequate  nipples  must  be  tried  and 
selected  such  as  the  premature  baby’s  nipple  with 
a large  opening.  Passively  pursing  the  infant’s 
lips  by  supporting  the  buccinators  with  slight  for- 
ward thrust  of  the  jaw  may  provide  improved 
suck.  Small,  frequent  feeds  are  necessary  because 
the  baby  fatigues  easily.  Body  weights  should  be 
recorded  as  a guide  to  the  efficacy  of  nutrition. 
This  can  aggravate  the  already  weakened  state 
of  the  child.  Continuous  nasogastric  tube  feed- 
ings are  sometimes  necessary,  but  bolus  feedings 
should  be  avoided  because  the  latter  may  en- 
croach on  excursion  of  the  diaphragm.  Percu- 
taneous gastrostomy  can  be  considered  in  older 
infants  when  nasogastric  feedings  are  impracti- 
cal. Constipation  can  be  a problem  and  should 
be  managed  with  Malt-supex  and  glycerine  sup- 
positories and  massage  of  knees  against  the  ab- 
domen. This  will  lessen  the  effects  of  constipa- 
tion on  respiratory  effort. 

Positioning 

Holding  and  positioning  of  the  floppy  infant  re- 
quires deftness  and  imagination.  Babies  who  have 
normal  muscle  tone  cling  to  their  mothers  and 
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there  is  a reciprocal  situation  of  liokling  on  to 
each  other.  In  the  floppy  infant,  the  caretaker 
lias  to  provide  total  snjijiort.  I'liis  fiecomes  more 
dilficnlt  as  tlie  cliild  grows  larger,  (aintrol  for 
the  lieatl,  trunk,  and  extremities  must  he  pro- 
vided because  the  infant  has  a tendency  to  de- 
velop deformities  sncli  as  torticollis,  scoliosis, 
contractures  of  the  hips  in  alidnction  and  exter- 
nal rotation,  knee  flexion  contractures  and  ankle 
deformities  in  varns  or  valgus  deviation. 

Positioning  in  an  appropriate  seat  is  necessary 
for  comfort  and  good  alignment.  A foam  con- 
toured seat  can  be  devised  or  an  infant  seat  can 
fie  adjusted  with  side-jiadding  or  wedge,  a cut- 
out ring  for  the  occupant,  and  straps  to  secure 
the  infant  in  the  semi-reclined  position.  A plinth 
made  out  of  felt  or  foam,  scooped  out  to  cradle 
the  head  and  buttocks  and  attached  with  velcro 
straps  may  be  helpful.  A small  hammock  allows 
gentle  movement  and  cradles  the  child  in  a com- 
fortable position.  In  the  supine  position  small 
wedges  or  rolls  prevent  the  hips  from  turning 
out  into  tlie  so-called  pithed-frog  posture.  In  side- 
lying,  a bolster  or  towel  roll  placed  against  the 
back  affords  the  infant  some  support.  Side-lying 
allows  the  infants’  hands  to  come  to  midline  and 
appropriate  light-weight  toys  should  be  available 
for  him  to  explore  with  his  hands  and  mouth.  At 
five-six  months  a bolster  can  be  placed  under  the 
flexed  knees  against  the  buttocks  to  bring  the 
feet  up  towards  the  abdomen  and  allow  the  hands 
to  explore  legs  and  feet.  Prone-lying  over  a small 
wedge  or  bolster  stretches  the  upper  extremities 
and  allows  attempts  at  head  extension.  However, 
most  infants  with  SMA  or  other  neuromuscular 
disease  do  not  tolerate  that  position,  because  of 
respiratory  compromise. 


Even  the  most  hapless  infant.  . . deserves 
that  life  to  be  as  near  normal  as  possible 
and  free  of  discomfort. 

Exercises 

According  to  Vignos^,  it  is  important  to  “maxi- 
mize muscle  function  and  reduce  secondary  crip- 
pling deformities.”  He  discusses  the  need  for  ex- 
ercise as  it  relates  to  individuals  with  Duchenne 
muscular  dystrophy  or  other  neuromuscular  dis- 
orders, but  the  principles  apply  equally  well  to 
the  floppy  infant  — especially  the  one  who  grows 
up  past  infancy.  There  is  need  to  maintain  max- 
imum strength  within  the  limits  of  the  disease 
process  and  prevent  disuse  atrophy  and  con- 
tractures around  the  weight-bearing  joints.  Thus, 


judicious  exercises  as  advocated  by  lioehme’^  can 
facilitate  imj)roved  head,  trunk  and  hip  girdle 
control;  afford  mobility  by  assisting  rotati(m  of 
the  trunk;  and,  permit  normal  p(^stural  align- 
ment. (ientle  stretching  of  the  shoulders,  elbows, 
wrists,  hips,  knees,  ankles,  and  spine  should  be 
done  at  least  one  to  two  times  daily  with  slow, 
sustained  stretches  following  bathing  or  diaper- 
ing. Even  the  weakest  child  seems  to  tolerate  this 
handling  and  shows  at  least  transient  improve- 
ment in  strength.  For  the  infant  with  only  mild 
to  moderate  weakness,  the  exercises  recom- 
mended by  Levy*’  can  be  useful.  Dynamic,  high 
resistive  exercises  are  beneficial  according  to 
Fowler^  if  (1)  degree  of  weakness  is  not  severe; 

(2)  rate  of  progression  remains  relatively  slow; 

(3)  rate  of  increasing  intensity  of  exercise  is  slow; 
and  (4)  the  exercise  period  is  of  limited  duration 
taking  into  consideration  the  individual’s  other 
daily  physical  activity.  A concept  to  be  remem- 
bered in  the  care  of  the  floppy  child  is  to  mini- 
mize bed  rest  and  inactivity  during  intercurrent 
illness  to  prevent  precipitous  loss  of  strength  fol- 
lowing immobilization. 


Fig.  1 . Hypotonic  infant.  Note  inability  to  extend  head 
and  flaccidity  of  limbs. 
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Orthopedic  Considerations 

In  the  very  fragile  infants  such  as  those  with  SMA, 
congenital  dystrophies,  and  myotonic  dystrophy, 
intrauterine  immobility  has  resulted  in  changes 
in  bone  formation.  Rodrigues®  has  described 
thinning  of  the  shafts  of  the  long  bones,  some 
with  fractures  at  the  growthplates,  periosteal  bone 
reactions,  and  thinning  of  the  ribs.  Some  of  these 
infants  have  clubbed  feet  because  the  plantar 
flexors  and  invertors  of  the  ankle  are  stronger 
than  evertors  and  dorsiflexors  and  these  deform- 
ing forces,  coupled  with  immobility,  result  in  fixed 
contractures.  Some  infants  with  SMA  at  birth  can 
even  be  confused  with  those  with  osteogenesis 
imperfecta.®  These  infants  must  be  exercised  with 
great  caution.  Well-fabricated,  light-weight  plas- 
tic splints  can  hold  hands  and  feet  in  good  po- 
sition and  allow  for  fracture  healing  as  well  as 
prevent  new  or  further  deformity. 

Besides  deformities  of  the  feet  and  ulnar  drift 
of  the  hands,  dislocation  of  the  hips  is  a common 
phenomenon  in  the  floppy  infant.  Orthopedic 
consultation  is  necessary  to  provide  abduction 
splints  and  later  when  surgical  intervention  may 
be  needed. 

Unilateral  dislocation  of  the  hip  is  a particular 
problem  because  of  resulting  pelvic  obliquity  and 
the  initiation  of  a lumbo-sacral  scoliosis.  Posi- 
tioning and  exercises  in  this  situation  must  be 
precise  and  should  include,  when  possible, 
stretching  of  the  muscles  attached  to  the  pelvic 
brim  and  mobilization  of  the  spine,  and  strength- 
ening of  the  paraspinal  muscles  against  gravity. 


Respiratory  Care 

Suctioning  of  the  oropharynx  in  the  small  infants 
prior  to  feeding  may  be  necessary.  This  can  be 


Fig.  2.  5 months  old  with  infantile  spinal  muscular  atro- 
phy lying  in  a typical  hypotonic  posture. 


done  with  a small  bulb  syringe  or  through  a cath- 
eter with  suction  provided  by  a portable  battery- 
charged  apparatus.  Later,  a standard  suction  ma- 
chine may  be  required  in  the  home  for  regular 
“deep”  suctioning.  Chest  physical  therapy,  in- 
cluding percussion,  postural  drainage,  and  fa- 
cilitated cough  should  be  taught  to  the  parents 
for  use  in  case  of  pulmonary  congestion  or  in- 
fection. In  the  care  of  a child  who  is  expected  to 
survive  the  period  of  infancy,  aggressive  inter- 
vention is  indicated  to  include  prophylactic  an- 
tibiotics, the  use  of  bronchodilators  coupled  with 
intermittent  positive  pressure  devices,  and  use  of 
oxygen  during  acute  respiratory  distress.  Intu- 
bation with  total  respiratory  assist  may  also  be  a 
consideration  for  an  infant  with  reversible  proc- 
esses such  as  pulmonary  infection  and  atelectasis. 
In  the  event  of  respiratory  failure,  the  use  of 
positive  or  negative  breathing  device  should  have 
been  discussed  with  the  family  long  before  the 
need  arises.  Even  on  a respirator,  the  infant  with 
SMA  I can  hope  to  live  only  a few  extra  months.*® 
All  children  with  severe,  infantile  neuromuscular 
disorders  can  be  expected  to  develop  restrictive 
lung  disease  and  ineffective  coughs.  It  is  impor- 
tant to  maintain  mobility  of  the  chest  wall,  to 
prevent  spinal  curvatures,  to  strengthen  and  sup- 
port their  abdominal  musculature  and  teach  them 
breathing  exercises.  It  is  of  interest  to  note  that 
even  in  the  infant  with  SMA  I,  the  diaphragm  is 
usually  spared  the  effects  of  neurogenic  disease 
and  can  remain  an  effective  bellows. 

General  Care  Considerations 

Total  care  of  the  floppy  infant  has  to  be  shared 
by  a number  of  persons.  Home  nursing,  home 
health  aides  are  integral  to  the  delivery  of  care 
to  alleviate  the  inevitable  exhaustion  of  the  par- 
ents, particularly  the  mother.  Even  with  support, 
some  families  cannot  cope  with  a terminally  ill 
child  in  the  home  and  hospice  care  or  even  hos- 
pital care  will  be  needed. 

Some  special  concerns  arise  for  floppy  infants 
with  other  diagnoses.  The  infants  with  myotonic 
dystrophy,  especially  the  infantile  form,  besides 
hypotonia,  have  pharyngeal  weakness,  and  oc- 
casionally, bradycardia  and  cardiac  conduction 
defects.  They  also  present  with  severe  pes  equi- 
novarus  deformities  and  hip  dislocation.  Unlike 
the  winsome  and  responsive  facies  of  the  SMA  I 
infant,  this  child  has  a long  myopathic  facies  and 
frequent  extraocular  palsies.  The  infant  with 
congenital  muscular  dystrophy  also  presents  with 
a myopathic  facies  and  may  have  mild  to  severe 
weakness.  This  infant  is  susceptible  to  unex- 
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petted  infant  death  and  must  l)e  monitored 
tlosely. 

Myopathies,  such  as  (Iher  type  dispio|)oi lion, 
netnaline,  central  core  or  centronnclear  niyoj)a- 
thies  can  j)iesent  a better  jjiognosis.  Most  of  these 
cliildien  grow  up  and  iinj)rove  in  muscle  stiengtli 
and  fnnction.  I hecliild  witli  netnaline  myojjathy 
may  he  mildly  llopj)y  dining  the  first  lew  years 
of  life,  but  is  at  risk  lor  ies|)iratory  iidections. 
Central  core  disease  may  present  in  a child  who 
is  severely  weak  or  only  mildly  affected.  Or- 
thopedic problems  include  pes  ec|ninovai  ns,  hij) 
dislocations,  jjatellar  dislocations,  scoliosis  ami, 
not  to  he  forgotten,  the  propensity  to  the  com- 
jilication  of  malignant  hyperthermia  when  under 
anesthesia."  ddie  mitochondrial  myoj)athies 
may  affect  a child  mildly  or  globally,  including 
the  central  nervous  system.  Control  of  seizures 
may  be  necessary  in  some  of  these  infants. 

Some  of  these  infants  progress  to  childhood 
and  adulthood  and  will  require  ongoing  reha- 
bilitative intervention.  Ortbotic  needs  include: 
bracing  for  weak  ankles  in  the  form  of  articulated 
ankle-foot  orthoses,  long  leg  braces  to  control 
hips,  knees  and  ankles  with  or  without  recipro- 
cating attachments,  the  use  of  body  orthoses  in 
an  effort  to  hold  the  spine  as  straight  as  possible 
until  time  for  spinal  stabilization  and  fusion. 
Standing  frames  and  mobility  devices  are  rec- 
ommended for  certain  children.^  Careful  eval- 
uation of  educational  capabilities  and  fostering 
of  adequate  placement  in  the  school  system  should 
be  addressed  by  the  health  care  provider.  The 
psycho-social  issues  in  the  care  of  the  floppy  in- 
fant and  the  older  children  with  neuromuscular 
disorders  are  crucial  and  require  a sensitive, 
skilled  and  coordinated  effort. 

Anticipatory  rehabilitation  demands  an  or- 
chestrated effort  by  a great  many  professionals, 
the  parents,  and  the  child  himself  in  order  to 
achieve  an  optimal  outcome. 
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Parenting  a Floppy  Infant 


Martha  Susan  McDonald,  ACSW,  CISW 


My  own  child.  . . was  so  weak  at  birth  that 
she  couldn’t  even  cry,  yet  I cried  for  weeks. 


Family  life  changes  and  readjusts  with  the  birth 
of  each  new  child.  When  the  new  baby  is  a floppy 
infant,  however,  an  atmosphere  of  crisis  develops 
and  the  adjustments  are  immense.  My  own  child, 
a third  girl,  was  so  weak  at  birth  that  she  couldn’t 
even  cry,  yet  I cried  for  weeks.  There  followed 
a long  period  of  seeking  strength  and  purpose 
to  meet  the  unfolding  demands  of  caring  for  a 
floppy  infant.  Initially,  I experienced  the  crisis 
as  a loss  of  personal  and  parental  power  and 
control  as  I found  myself  nurturing  a human 
being  who,  at  first,  offered  me  little  or  no  re- 
sponse. I found  that  caring  for  a weak  child  re- 
quired a great  deal  of  maternal  strength. 

Alexandra’s  birth  four  years  ago  was  by  cae- 
sarian section  at  the  John  Dempsey  Hospital, 
Connecticut,  where  I had  worked  in  Pediatrics 
as  a social  worker.  When  the  incision  was  made 
the  placenta  was  lacerated.  Since  Alexandra  was 
lodged  in  a jackknife  position,  the  physician  had 
to  remove  the  placenta  rapidly  and  pull  her  out. 
The  umbilical  cord  then  ruptured  and  we  both 
lost  a great  deal  of  blood.  Alexandra  was  resus- 
citated immediately  but  required  oxygen  and 
a plasma  and  blood  transfusion.  Only  gradually 
was  she  weaned  from  the  ventilator  support  and 
oxygen,  as  I daily  watched  and  waited  for  her 
recovery  from  stupor.  Her  severe  hypotonia  was 
to  remain  for  months,  but  after  14  days  she  was 
transferred  from  the  Neonatal  Intensive  Care 
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CenterIJohn  Dempsey  Hospital,  Farmington,  Con- 
necticut. 


Unit  to  the  newborn  nursery  for  three  more  days 
where  I continued  to  struggle  to  learn  how  to 
feed  her.  At  first  she  was  tube  fed,  but  gradually 
she  was  advanced  to  bottle  and  breast  feeding 
over  a two  month  interval.  Slowly  she  grew 
stronger  yet  her  hypotonia  persisted.  At  three 
years  of  age  she  was  diagnosed  as  having  a Prae- 
cler-Willi  Syndrome. 

Parents  prepare  for  a new  child  while  growth 
occurs  in  utero.  During  the  prenatal  period  there 
is  time  to  fantasize  about  its  gender,  how  the  child 
will  look,  how  it  will  fit  into  the  structure  of  the 
existing  family,  and  how  that  child  will  grow, 
develop  and  contribute  to  the  family.  After  Al- 
exandra was  born  all  of  these  dreams  were  shat- 
tered, and  my  focus  of  attention  totally  shifted. 
I wondered  not  what  she  might  become,  but 
whether  she  would  even  survive.  It  was  a time 
when  her  excruciatingly  slow  movements  con- 
trasted sharply  with  the  intense  and  alert  activity 
of  the  hospital  world  around  her.  The  medical 
staff  was  constantly  working  on  her,  and  my  level 
of  anxiety  stayed  especially  high  while  she  re- 
mained in  stupor.  She  needed  blood,  oxygen, 
sustenance  — total  support  to  live.  Alexandra 
was  in  such  marked  contrast  to  my  anticipations 
that,  though  she  lived,  I grieved  the  loss  of  our 
“normal”  child.  In  fact,  when  the  neurologist  told 
us  that  she  was  going  to  live,  we  were  paradox- 
ically devastated.  Denial  was  now  impossible,  and 
the  enormity  of  the  problems  which  lay  ahead 
now  had  to  be  faced. 

We  needed  the  help  of  the  medical  staff  to  get 
through  the  barriers  around  our  baby.  We  were 
fighting  not  only  the  rejection  we  personally  felt 
toward  our  baby,  but  also  the  frightening  tubes 
and  wires  surrounding  her  and  making  her  un- 
touchable. When  shown  how  to  parent  in  this 
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new  and  frightening  setting,  I felt  more  at  ease 
and  more  effective.  I regret  that  it  took  me  four 
days  to  learn  how  to  change  my  t)ahy’s  dia|)er. 
Blit  it  was  a relief  to  learn  that  I could  indeed 
put  my  hands  in  the  isolette,  hold  a thermometer 
in  place,  and  hring  some  comfort  to  Alexandra. 

The  feeding  of  my  hyj3otonic  infant  was  par- 
ticularly difficult,  f)ecause  she  was  unable  to  f)reast 
feed  or  even  bottle  feed.  When  attempting  to 
feed,  she  tired  quickly  and  was  alert  for  only 
limited  periods  of  time.  I wanted  desperately  for 
her  to  be  mine,  to  hold  her  and  feed  her  as  1 
had  my  other  children,  fhe  doctors  helped 
me  when  they  clarified  my  child’s  needs  and 
showed  me  which  of  her  needs  I could  best  meet. 
Tube  feeding  became  necessary  in  order  to  con- 
serve her  strength  and  build  herself  up.  The  staff 
instructed  me  in  gavage  feeding,  and  I was  able 
to  practice  and  be  checked  in  a supportive  setting 
at  the  hospital.  I was  encouraged  to  then  hold 
and  talk  to  my  baby,  an  emotional  substitute  for 
the  normal  interaction  of  nursing  my  baby. 


The  feeding  of  my  hypotonic  infant  was 
particularly  difficult  because  she  was  un- 
able to  breast  feed  or  even  bottle  feed. 


After  clearly  establishing  the  needs  of  my  child 
and  how  I could  help  provide  for  these  needs,  I 
required  some  private  space  and  time  to  carry 
out  these  responsibilities.  The  hospital  has  a fam- 
ily room  that  I felt  was  ours.  Here  I could  just 
hold  my  infant,  her  sisters  and  other  relatives 
could  join  me  and  we  could  begin  feeling  at  home 
with  our  baby.  This  early  preparation  was  essen- 
tial. It  provided  me  with  some  semblance  of  how 
it  would  feel  to  be  in  charge,  while  all  the  modes 
of  support  I knew  to  be  available  were  still  close 
by.  Occasionally  a nurse  would  come  by  to  offer 
support.  I felt  most  in  control  there  and  could 
begin  to  enjoy  my  baby,  to  touch  her,  to  watch 
her,  to  have  her  lie  on  my  stomach.  For  me  these 
were  the  first  moments  in  which  I experienced 
the  joys  of  being  Alexandra’s  mother. 

Finally,  in  planning  the  discharge,  a schedule 
for  medical  support  at  home  became  essential.  A 
referral  to  the  visiting  nurses  and  an  early  inter- 
vention program  helped  me  to  know  that  I was 
not  alone,  nor  would  I be  alone  for  a long  time. 
Furthermore,  I needed  to  accept  that  even  though 
a re-hospitalization  would  be  likely,  it  did  not 
mean  failure.  It  is  important  for  the  medical  staff 
to  communicate  this  idea  because  the  fears  of 


returning  to  the  hospital  may  have  led  to  pushing 
our  baby  too  hard  and  too  soon. 

In  retrospect,  it  would  have  been  helpful  if 
someone  had  been  able  to  aid  us  in  exploring 
what  our  family  resources  were,  and  how  we  had 
dealt  with  crises  in  the  past.  We  might  then  have 
been  more  able  to  focus  on  the  positive  ap- 
proaches to  our  situation  and  minimize  those  re- 
sponses which  were  ineffective  or  negative.  It 
requires  a sensitive  nursing  and  social  work  en- 
vironment to  support  the  parents  in  their  normal 
grieving  process,  and  then  to  help  them  get  past 
their  feelings  of  anger  and  guilt.  Sometimes  I 
found  myself  angry  with  the  specialists  who  are 
concentrating  on  the  elements  of  diagnosis  and 
prognosis  while  I was  concerned  with  the  di- 
mensions of  my  child’s  current  dependence  and 
the  stability  of  our  family  life.  A special  glimpse 
of  the  future  that  the  hospital  did  provide  was 
found  in  the  pictures  of  neonatal  “graduates”  in 
a collage  on  the  hospital  wall.  I happened  upon 
them  one  day  and  felt  a positive  surge  of  hope. 

Coping  with  my  floppy  infant  at  home  was  a 
major  challenge.  After  bringing  Alexandra  home, 
feeding  was  my  most  anxiety  ridden  nurturing 
activity.  I feared  that  she  would  not  get  enough 
food  to  grow.  I feared,  too,  that  she  might  choke 
or  somehow  be  harmed  while  being  tube  or  bottle 
fed.  Although  Alexandra  couldn’t  demand  vo- 
cally, the  household  nevertheless  revolved  around 
her  needs.  Our  other  children  struggled  for  at- 
tention and  reassurance.  Fortunately,  our  ex- 
tended family  supported  us  in  parenting  all  of 
our  children,  and  though  they  were  not  com- 
fortable in  the  feeding  of  Alexandra,  we  even- 
tually were  able  to  leave  the  house  for  short  pe- 
riods of  time  with  their  encouragement. 


In  retrospect,  it  would  have  been  helpful 
if  someone  had  been  able  to  aid  us  in  ex- 
ploring what  our  family  resources  were, 
and  how  we  had  dealt  with  crises  in  the 
past. 


Though  the  beginning  of  life  with  a floppy 
infant  requires  tremendous  adjustment  and  ef- 
fort, many  of  these  affected  children  eventually 
contribute  to  the  family,  and  the  initial  struggles 
are  rewarded  many  times  over.  My  daughter  now 
gives  so  much  back  to  me.  Yet,  I realize  that 
without  the  support  of  the  medical  staff,  I might 
not  have  made  it  through  that  early  period  to 
enjoy  the  pleasure  she  provides  for  me  today. 
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Based  upon  my  own  experience,  I recommend 
the  following  suggestions  for  medical  personnel 
working  with  families  with  a floppy  infant: 

1.  Be  aware  that  these  families  are  in  crisis  and 
are  grieving.  Listen  to  their  feelings  of  denial, 
anger,  depression  and  gradual  acceptance. 

2.  Assess  the  medical  situation  and  the  capa- 
bilities of  each  family  member,  and  then  attempt 
to  define  each  individual’s  role  in  supporting  the 
affected  infant.  Encourage  the  entire  family  to 
help  in  the  daily  care  of  the  infant  and  have  each 
member  personally  experience  the  infant’s  strug- 
gle for  survival. 

3.  Help  the  family  to  accept  its  differences,  to 
develop  patience  and  to  unite  in  purpose  and 
resolve.  Help  from  extended  family  and  friends 
is  essential. 

4.  Help  the  family  members  as  they  search  for 
a stable  way  of  living.  Be  aware  that  the  family 
is  concentrating  upon  the  moment  and  the  im- 
mediate needs  for  the  infant’s  survival  rather  than 
on  the  future  and  what  the  diagnosis,  and  its 
implications,  might  be. 


Address  correspondence  to:  Martha  Susan  McDonald, 
ACSW,  CISW,  Coordinator,  Child  Protection  Team, 
UConn  Health  CenterIJohn  Dempsy  Hospital,  Farm- 
ington, Connecticut  06032.  (203)  679-4347 


The  AMA 

Hospital  Medical  Staff  Section 
Fourteenth  Assembly 
November  30  - 
December  4, 1989 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 

Phone  (312)  645-4754  or  645-4761 


Computerizing  doesn’t 
have  to  be  risky,  or 
expensive! 

We’ve  developed  a librziry  of  proven, 
nationcdly  marketed  medical  billing/office 
management  software. 

From  the  single  provider  practice,  to 
the  large  multi-specialty  clinics,  our  cus- 
tomers computerize  with  (confidence. 

We  don’t  sell  a softw2U‘e  product  un- 
less it  meets  our  standards  and  a mini- 
mum requirement  of  1,000  successful! 
medical  installations. 

Call  New  England’s  fastest  growing 
health  care  computer  company  for  pricing 
information  and  a free  video  tape 
demonstration. 

G Barry  & Associates,  Inc. 
(401)  331-9770 
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THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE 

Protecting  healthcare  providers  in  Rhode  Island  with  insurance  is  a job  no  one  person  can  do. 

At  Starkweather  & Shepley,  Inc.,  there’s  a special  team  of  twenty  experienced  professionals 
involved  with  protecting  Rhode  Island  physicians,  hospitals,  dental  practices,  laboratories,  ER 
facilities  and  free  standing  clinics. 

These  twenty  professionals  know  the  importance  of  quick,  accurate  response  to  the  critical 
insurance  needs  and  unique  problems  of  the  medical  community. 

With  over  285  years  of  cumulative  experience,  the  Starkweather  & Shepley  team  of  medical 
liability  specialists  is,  quite  simply,  the  best  in  the  field. 

There  is  no  alternative  to  experience. 

STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street  • Providence,  Rhode  Island  02903 
(401)  421-6900 
Insurance  Since  1879 


HEALTH  BY  NUMBERS 

Rhode  Island 
Department  of  Health 
H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Breast  Cancer  in  Rhode  Island 


Breast  cancer  is  a serious  disease  of  women  in  Rhode  Island. 
In  1987,  707  new'  malignancies  of  the  female  breast  w'ere 
reported  to  the  Rhode  Island  Cancer  Registry,  and  199 
Rhode  Island  women  died  of  the  disease,  accounting  for 
4.1  per  cent  of  all  deaths  among  resident  Rhode  Island 
women  that  vear. 

Breast  cancer  incidence  rose  an  estimated  44  per  cent  in 
the  US  between  1950  and  1985  (Figure  1).  Although  com- 
parable trend  data  are  not  available  for  Rhode  Island,  its 
experience  was  probably  similar  to  neighboring  Connecti- 
cut’s, w’here  breast  cancer  incidence  rose  61  per  cent  be- 
tween 1935  and  1979.  In  contrast,  breast  cancer  mortality 
remained  stable  in  the  US  and  Rhode  Island  between  1950 
and  1979.  The  disparity  between  incidence  and  mortality 
trends  may  have  been  caused  bv  improvements  in  screening, 
treatment,  and  access  to  both.  Breast  cancer  mortality  in 
Rhode  Island,  as  in  other  urban  areas  of  tbe  US,  has  been 
consistentlv  higher  than  breast  cancer  mortalitv  in  the  na- 
tion as  a whole;  the  cause  of  this  differential  is  unknown. 

Rhode  Island  breast  cancer  death  rates  are  higher  among 
black  women  than  w'hite  women  (Figure  2).  In  the  US  death 
rates  are  about  equal  between  races,  but  incidence  rates  are 
lower  for  black  women  than  w'hite  women.  These  data  sug- 
gest that  black  Rhode  Island  women  may  have  insufficient 
access  to  breast  cancer  screening  and  treatment. 

Recent  consensus  recommendations  for  breast  cancer 
screening  include:  annual  physical  breast  examination  and 
annual  or  biennial  mammography  for  women  ages  40-49; 
annual  physical  breast  examination  and  annual  mammog- 
raphy for  women  ages  50  and  over.  The  Rhode  Island  De- 
partment of  Health’s  statewide  breast  cancer  screening  pro- 
gram is  designed  to  improve  compliance  with  these 
recommendations.  Less  than  half  of  Rnode  Island  women 
ages  40  and  over  are  receiving  annual  screening  mammo- 
grams, but  the  proportion  appears  to  be  increasing  (Table 

Nearly  60  per  cent  of  Rhode  Island  women  report  having 


received  a recommendation  from  a medical  provider  for  a 
screening  mammogram,  and  this  proportion  appears  to  be 
increasing,  as  well.  Recommendations  from  providers  are 
strongly  associated  with  receipt  of  screening  mammograms. 
Sources  of  data  outside  the  Rhode  Island  Department  of  Health: 

— National  Cancer  Institute:  1987  Annual  Cancer  Statistics 
Review.  NCI,  NIH  Pub  No  88-2789,  Bethesda,  MU,  1988. 

— Heston  JF,  Kelly  JAB,  Meigs  JVV,  Flannery  J'F:  Forty- 
five  Years  of  Cancer  Incidence  in  Connecticut:  1935- 
1979.  US  C;ov  Pr  Off,  Washington,  1986. 

— L'S  Environmental  Protection  Agency  and  National 
Cancer  Institute:  Cancer  Mortalitv  Rates  and  Trends, 
1950-1979.  US  Gov  Pr  Off,  Washington,  1983. 


Table  1 . Percentage  of  women  40  years  of  age 
and  over  who  have  ever  had  a medical  provider 
recommend  a screening  mammogram  to  them, 
and  who  have  had  a screening  mammogram  in 
the  past  year,  by  provider’s  recommendation  — 
Rhode  Island,  1987  and  1989 

Year 


Activity  1987  1989 


Provider  ever  recommended  scr  mamm 

44% 

57% 

Had  screening  mammogram  in  past  year: 
All  women 

31% 

40% 

Provider  ever  recommended  scr  mamm 

60% 

58% 

Provider  never  recommended  scr 
mammogram 

8% 

16% 

Source:  Rl  Dept  of  Health  statewide  surveys  of  women  ages  40 
and  over,  1987  and  1989. 

Figure  1 . Breast  cancer  incidence  rates  for  the  US  and 
breast  cancer  death  rates  for  Rl  and  the  US,  white 
females,  1950-1987. 
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Note:  Rotes  ore  overoge  onnuol  age— stondordized. 

Note;  Deoth  rotes  for  1980s  cover  1980—85  for  US.  1980—87  for  Rl. 

Sources;  Death  rotes:  EPA/NCl.  1983;  and  RIDOH;  Incidence  rates;  NCI.  1988. 


Figure  2.  Breast  cancer  incidence  rates  for  the  US  and 
breast  cancer  death  rates  for  Rl  and  the  US,  by  race, 
1975-1985. 


Geographic  Area 

Note:  Rotes  ore  overoge  onnuol  oge— stondordized. 
Sources:  NCI,  1988;  ond  RIDOH. 


Submitted  by  the  Rhode  Island  Cancer  Registry,  John  P.  Fulton,  PhD,  Administrator,  Health  By  Numbers  is  edited  by  Jay  S.  Buechner,  PhD, 
and  William  J.  Waters,  Jr,  PhD. 
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Critical  Issues  in  the  Management  of 
Cancer  in  the  Older  Patient 

5th  Annual  Johannes  Virks  Program 
in  Geriatric  Medicine 
General  Hospital, 

Rhode  Island  Medical  Center 
Cranston,  Rhode  Island 
Wednesday,  November  8,  1989  — 
8:30  a. m. -12:30  p.m. 

OFFICE  SPACE 

FOR 

SUB-LEASE 

W.  Bradford  Patterson,  Director 

Division  of  Cancer  Control 
Dana-Farber  Cancer  Institute 

Tollgate  Road 

and 

CALL 

Interdisciplinary  Panel  — Brown  University 

Medical  Faculty 

737-9200 

No  admission  fee  CME  credits 

Refreshments  provided 

All  Health  Professionals  Invited 

For  Complete  Program  Information 

Call  464-3456 

NARRAGANSETT 


FANTASTIC  VIEWS  OF  OCEAN  & RIVER  FROM  THIS  2600  SQUARE  FOOT, 

8 ROOM,  YEAR  OLD  + HOME. 


EAST  AND  WEST  DECKS,  GREENHOUSE,  WORKSHOP. 

$950,000. 

CALL  S.E.  KINDELAN,  INC. 

789-0300 
FOR  BROCHURE 
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H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


HOPE 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period  12  Months  Ending  with  June  1989 


June  1989 

Number 

Rates 

Vitai  Events 

Number 

Live  Births 

1,338 

14,869 

15.0* 

Deaths 

755 

9,767 

9.8* 

Infant  deaths 

(13) 

(130) 

8.7t 

Neonatal  deaths 

(12) 

(98) 

6.6t 

Marriages 

923 

8,335 

8.4* 

Divorces 

323 

3,863 

3.9* 

Induced  Terminations 

635 

7,779 

523.2f 

Spontaneous  Fetal  Deaths 

94 

1.113 

74.9t 

Under  20  weeks’  gesta- 

(85) 

(976) 

65.6t 

tion 

20  -1-  weeks’  gestation 

(9) 

(116) 

7.8t 

'Rates  per  1,000  estimated  population. 

fRates  per  1,000  live  births. 

Underiying  Cause  of 
Death  Category 

Diseases  of  the  Heart 
Malignant  Neoplasms 
Cerebrovascular  Diseases 
lnjuries(Accident,  Suicide,  Homicide) 
Chronic  Obstructive  Pulmonary  Dis- 
ease (COPD) 


Reporting  Period  12Montf 

March  1989  

Number  (a)  Number 

349  3,606 

207  2,441 

53  620 

34  439 

27  326 


Ending  with  March 
1989 


Rates  (b) 

YPLL  (c) 

363.1 

5,015.5 

245.8 

7,924.5 

62.4 

950 

44.2 

9,825.5 

32.8 

499 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  estimated  population. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 

NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services  * * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


THE 
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THE  RHODE  ISLAND  MEDICAL  JOURNAL  HERITAGE 


Fifty  Years  Ago  (October,  1939) 

Articles  on  the  use  of  metrazol  therapy  for  the 
treatment  of  schizophrenia,  involutional  melan- 
cholia and  other  mental  disorders,  and  its  haz- 
ards, dominate  this  issue  of  the  Rhode  Island 
Medical  Journal.  The  first  contribution,  by  H.E. 
Kiene,  H.  Miller,  and  R. J.  Streitwieser,  is  entitled, 
“Metrazol  Therapy  at  the  Charles  V.  Chapin 
Hospital.”  The  authors  note  that  Metrazol  treat- 
ment of  mental  disease  had  begun  in  Budapest, 
in  1935.  The  treatment  is  described  specifically 
as  follows:  “Metrazol  is  administered  rapidly  in- 
travenously in  doses  ranging  from  3 to  10  cc. 
The  result  of  the  injection,  if  satisfactory,  is  an 
immediate  generalized  convulsion  which  lasts 
about  60  seconds  and  is  associated  with  extreme 
cyanosis.  Because  of  the  severity  of  the  muscular 
contractions,  fractures  and  dislocations  may  oc- 
cur during  the  convulsion.  It  is  the  belief  of  the 
Psychiatric  Staff  of  the  Charles  V.  Chapin  Hos- 
pital that  if  there  is  going  to  be  an  improvement, 
it  will  be  seen  after  the  fourth  or  fifth  injection.” 

The  authors  employ  this  treatment  in  59  pa- 
tients but  state  that,  “The  results  of  the  treatment 
are  difficult  to  evaluate.”  Nonetheless,  they  re- 
cord definite  improvement  in  at  least  13  of  these 
59  individuals.  However,  when  the  criterion  of 
disposition  [whether  the  patient  is  returned  home 
or  hospitalized  further]  is  used,  the  following  is 
noted:  “62.8%  are  at  home  and  37.2%  have  been 
further  hospitalized.” 

Finally,  the  authors  state  that  “22  cases  have 
been  investigated  with  reference  to  the  possibility 
of  spine  injuries.  Of  this  group,  six  cases  have 
shown  pathological  changes,  chiefly  in  the  mid- 
dorsal  region.” 

A second  paper  by  C.  Rupp  summarizes  the 
results  of  Metrazol  therapy  at  the  Rhode  Island 


State  Hospital  for  Mental  Diseases,  in  Howard, 
rhe  author  concludes:“(  1 ) 18  of  35  schizo- 
phrenic patients  and  12  of  13  patients  with  af- 
fective psychosis  benefited  as  a result  of  Metrazol 
therapy.  (2)  In  the  schizophrenic  group,  the  best 
results  were  obtained  in  cases  with  symptoms  of 
less  than  18  months  in  duration  and  in  the  ca- 
tatonic and  paranoid  types.  (3)  No  patient  re- 
quiring tube  feeding  prior  to  the  onset  of  treat- 
ment failed  to  begin  to  eat  spontaneously  and 
most  patients  gained  weight.  (4)  Patients  failing 
to  show  some  improvement  by  the  end  of  the 
fifth  treatment  did  not  show  improvement  later, 
regardless  of  the  number  of  treatments  admin- 
istered. (5)  The  only  severe  complication  en- 
countered was  the  occurrence  of  compression 
fractures  of  the  dorsal  vertebrae  in  13  of  36  cases 
(36.1%).” 

The  lead  editorial  in  this  month’s  issue  of  the 
Journal  asks  the  following  question:  “The  pres- 
ent problem  is  this:  How  can  the  American  med- 
ical profession  continue  to  carry  the  steadily  in- 
creasing load  of  free  service?  Economists  fail  to 
understand  or  appreciate  the  unselfish  conduct 
of  medicine  in  the  past  and  in  the  present.  If 
there  is  any  answer  to  this  present  problem  it 
must  be  found  by  organized  medicine  itself.” 

The  second  editorial,  entitled  “The  Hospital 
Service  Plan,”  describes  in  some  detail  the  fea- 
tures of  The  Rhode  Island  Hospital  Service  Cor- 
poration, known  as  the  Blue  Cross,  which  is  now 
in  operation. 

The  Committee  on  Necrology  reports  with 
deep  regret  the  passing  of  18  members  during 
the  preceding  year. 

The  1939  membership  of  the  Rhode  Island 
Medical  Society  is  published  in  the  Journal.  Of 
the  495  listed  active  members,  the  following  26 
physicians  are  still  on  the  roster  of  the  Society  in 
1989: 
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Francis  F.  Allin 
Arniand  A.  Bertini 
Francis  L.  Burns 
l>onis  C.  Cierrito 
Francis  H.  Cliafee 
Morgan  Cntts 
Stanley  I).  Davies 
Richard  FI.  Dowling 
Jesse  R.  Eddy  III 
Banice  Feinberg 
Jay  N.  Fishhein 
A.  Henry  Fox 
Francis  E.  Hanley 


Erank  J.  Honan 
Royal  C.  Hudson,  Jr. 
Harry  M.  Kechijian 
Herman  B.  Marks 
Josejjh  1\  Nourie 
Rudolph  W.  Rearson 
Marden  CE  Rlatt 
Mark  Rillner 
Francis  B.  Sargent 
Ezra  A.  Sharp 
Clara  E.  Smith 
Bernard  ().  Wise 
George  L.  Young 


• • • 


lowing:  “Due  to  the  construction  ol  Route  95 
through  Rark  Street  the  Library  building  has  been 
heavily  saturated  with  dust  during  the  spring  and 
summer  months  and  in  19()5  we  anticipate  that 
the  interior  of  the  building  will  require  complete 
cleaning,  and  some  jjaint  work,  d'he  window  ex- 
terior frames  also  need  painting.” 

• • • 


Twenty  Five  Years  Ago  (October,  1964) 

Bruce  D.  Forsyth,  DDS,  reports  on  the  prev- 
alence of  dental  caries  in  permanent  and  primary 
teeth  eleven  years  following  fluoridation.  Fluor- 
idation of  the  municipal  water  supply  of  the 
greater  metropolitan  area  of  Rrovidence  liacf  been 
initiated  on  August  13,  1952.  “In  order  to  justify 
the  expense  and  later  to  demonstrate  the  health 
benef  its  of  this  proved  public  health  procedure, 
it  was  determined  that  an  accurate  scientific  base 
line  data  should  be  collected  at  the  earliest  con- 
venience. Between  Nov  10,  1952  and  Feb  5,  1953, 
a DMF  Dental  Caries  Survey  (i.e.,  number  of  de- 
cayed, missing,  and  filled  teeth)  was  conducted 
by  the  Rhode  Island  State  Department  of  Health. 
It  involved  a significant  sample  (8,853  children) 
of  the  35,142  children  in  the  Rrovidence  school 
systems  both  parochial  and  public.” 

A second,  post-fluoridation,  dental  survey  was 
conducted  in  Rrovidence  beginning  in  Nov  1963 
and  continuing  through  April  1964,  and  10,630 
Rrovidence  school  children  were  examined. 

The  author  concludes:  “The  results  after  eleven 
years  of  fluoridation  of  the  Rrovidence  public 
water  supply  system  are  as  follows:  ( 1)  A striking 
reduction  in  the  prevalence  of  dental  caries  in 
the  permanent  teeth  of  the  children  in  this  age 
group  (4  - 17)  was  effected.  It  was  reduced  on 
the  average  by  about  55  per  cent.  (2)  There  was 
a marked  reduction  in  the  prevalence  of  dental 
caries  in  the  deciduous  teeth.  At  approximately 
the  peak  of  prevalence,  namely  7 years  of  age, 
the  rate  for  the  deciduous  teeth  was  reduced  by 
about  48  per  cent.” 

The  Board  of  Trustees  of  the  Medical  Library, 
chaired  by  Robert  W.  Drew,  MD,  report  the  fol- 
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394  ANGELL 
STREET 
AWAITS ... 


Relocate  your  business 
to  an  elegant  East  Side 
V^ictorian.  Beautifully 
renovated  first  floor 
office  is  now  available  for 
rent.  This  spacious  1 ,000 
.square  foot  office  — with 
reception  area,  secretar- 
ial suite,  kitchen,  offices 
and  staff  lounge  — is 
designed  to  accommo- 
date the  discerning 
medical  or  dental  practi- 
tioner as  well  as  business 
practitioner. 


Amenities  included  are 
choice  of  wall  and  floor 
coverings,  alarm  system, 
central  air  conditioning, 
and  convenient  parking 
with  quiet  side  street 
next  door. 

To  schedule  an 
appointment  to  visit  394 
Angell  Street,  or  for  more 
information,  contact 
Network  Real  Estate  at 
274-7923. 


RHODE  ISLAND  OPPORTUNITY 
ORTHOPEDIC  SURGEON 

An  80  bed  acute  care  general  hospital  is 
in  urgent  need  of  a Board  Certified/Eli- 
gible M.D.  or  D.O.  Orthopedic  surgeon. 
Sixty  primary  physicians  will  offer  an  ex- 
cellent referral  base.  Ample  surgical  time 
available  as  well  as  use  of  new  outpatient 
surgical  area.  Busy  E.R.  with  additional 
referrals. 

CONTACT:  James  W.  Cole,  D.O. 
Cranston  General  Hospital 
1763  Broad  Street,  Cranston,  Ri  02905 
(401)  781-9200 


Home  Infusion  Therapy 


JCAHO  MANDATES  QUALITY. 

Our  IV  Lab  is  a Certified  Class 
1000  Clean  Room 
. . . The  Only  One  Of  Its  Kind  In 
Rhode  Island. 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 


■ 
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Department  of  Mental  Health, 
Retardation  and  Hospitals 
Division  of  Substance  Abuse 
Detoxification  Unit 

Fully  Licensed  Physicians 

for  Part  Time 
Evening,  Weekend,  and 
Holiday  Coverage 
at  the 

Drug  & Alcohol  Detoxification  Unit 

Contact  Gail  Lamphere, 
Program  Manager 

464-2531 

8:30-4:00,  Monday  thru  Friday 


EXCELLENT 

OPPORTUNITY 

to  buy  a modern  six  unit 
professional  building  in 
North  Smithfield,  Rl. 
Location:  117  Eddie  Dowling 
Highway 
(across  from 

Fogarty  Memorial  Hospital) 

Medical  Office  Available 
Principals  Only 

Call 

Philip  Baron,  MD 
421-6737 

after  6 pm 


MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  021 10 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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High  quality  that  doesn't  cost  an  arm,  a leg,  a mint 

or  a million! 

The  Hamilton  E-Series^'^  proves 
that  o high-quality  examination 
table  doesn't  have  to  cost  a lot. 

Ergonomically  engineered  and 
affordably  priced,  the  E-Series 
maximizes  efficiency  while 
presenting  a clean,  professional 
image. 

Its  seamless  style  helps  control 
contamination,  and  the  foam-in- 
place  top  means  no  separating, 
wrinkles,  or  breakdown. 
Contemporary  new  colors  will 
enhance  your  office,  too. 

And  a three-year  warranty 
ensures  your  satisfaction. 


1-800-888-5567 


High  quality  at  a price  that  isn't 
— that's  the  Hamilton  E-Series 
examination  table. 

Call  Today. 

AM-1092  Jul89  USA 
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INFORMATION  FOR  AUTHORS 


Manuscripts:  Manuscri])ls  will  he  accepted  for  consid- 
eration with  the  understanding  that  they  are  oi  iginal 
contrihntions,  have  never  heen  pnhiished  or  siihinit- 
ted  elsewhere,  and  are  suliniitted  only  to  the  Rhode 
Island  Medical  Journal. 

Specifications:  Manuscripts  must  he  original  typed  copy 
(not  all  capitals)  on  8'/2  X 11  inch  f'irni  ty])ewritten 
paper,  donhie-spaced  throughout  (including  title  page, 
text,  acknowledgitieiUs,  and  references)  with  margins 
of  at  least  one  inch  and  using  hut  one  side  of  each 
page.  Tahles,  charts,  and  legends  should  he  suhmitted 
separately  from  the  text,  and  referred  to  by  number 
(ie.  Fig.  1)  within  the  text.  Subheadings  must  be  in- 
serted at  reasonable  intervals  to  break  the  typographic 
monotony  of  the  text.  Pages  must  be  numbered  con- 
secutively. Italics  and  boldface  print  are  never  used 
excejtt  as  subheadings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  of 
jargon  and  abbreviations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  be 
identified  in  the  text. 

Title  Page:  All  manuscripts  must  include  a title  page 
which  provides  the  following  information:  (1)  a con- 
cise and  informative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MD, 
PhD);  (3)  a concise  biographical  description  for  each 
author  which  includes  specially,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  affiliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  requests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  use  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  in  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  be  submitted,  and  such  illustrations 
numbered  consecutively  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  bv  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figure  number,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
be  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
graphs and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriately  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  must  be  made  with  the  editors 
for  excessive  numbers  of  illustrations.  Color  |)lates  are 
not  acceptable. 

Identification  of  Patients:  Names,  initials  should  not  be 
used.  Use  of  tnimbers  is  a preferable  form  of  iden- 
tification. 

Reprints:  Because  of  cost  considerations,  reprints  are 
not  provided  routinely  to  the  author(s).  Reprints  may 
be  ordeied  separately  (100  copies  minimum  order) 
and  jjrinting  costs  will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  them 
into  conformity  with  journal  style,  which  is  in  com- 
pliance with  the  editorial  standards  of  the  AM  A.  How- 
ever, neither  the  editors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  respc^nsibil- 
ity  for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the 
pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  M'here  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  the  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  publication;  volume  number;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  book  reference 
must  include  the  fidl  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  number.  If  the  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  be  addressed  to:  Managing  Editor,  Rhode 
Island  Medical  Journal,  106  Erancis  Street,  Providence, 
RI  02903. 
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VASOTEC 


(ENALAPRILMALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (Enalapnl  Maleate,  MSD)  is  conlramdicaled  in  palienis  who  ate  hypersensitive  lo  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  Ireatmenl  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glotlis,  and/or  larynx  has  been  reported  in 
palientstrealedwilhACEinhibilois,  including  VASOTEC  Insuchcases,  VASOTEC  should  Peprompllydisconlmuedandlhe 
palient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  uselul  in  relieving  symploms 
Angioedema  associated  with  laryngeal  edema  may  be  ratal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  eg.,  subcutaneous  epinepnrine  solution 
1:1000  (0.3  ml  to  0.5  mL).  should  be  promptly  administereo.  (See  ADVERSE  REACTIONS  i 
Hypo/ensron  Excessive  twootension  is  rare  in  uncomplicated  hypertensive  patients  healed  with  VASOTEC  alone  Heart 
laiTure  patients  given  VASCiTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  insiructions 
are  iollowed.  caution  should  be  observed  when  initialing  therapy  (See  DdSAGE  AND  ADMINISTRATION ) Patienis  al 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azolemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  cnaracterislics,  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patienis),  reduce  the 
diuretic  dose,  ot  increase  salt  intake  cautiously  before  iniliatino  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAQtiONS,  Drug  Inleraclions  and  ADVERSE  REAC- 
TlljNS ) In  patients  al  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  (irst  two  weeks  ot  Ireatmenl  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline.  A transient  hypotensive  response  is  not  a coniraindicalion  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  ditlicuify  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropenia/Agranulocylosis  kno\tiei  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ot  enalapnl  are  insutficieni  to  show  that  enalapril 
(toes  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function.  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  palienis  with  severe  heart  (ailure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiolensin-aldosteione  system,  treatment  with  ACE 
inhibitors,  including  VAS0TE(T,  may  be  associaleil  with  oliguria  anrI/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  dealh 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  (unction  should  be  monitored  during  Ihe  first 
tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  Iransienl.  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyperkalemia  was 
observed  in  3 8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  (actors  lor  Ihe  development  et  hyperkalemia  include  renal  insutficiency  diabetes  mellitus,  and  Ihe  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  al  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Intormation  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  tollowing  Ihe  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symploms  suggesting  angioedema  (swefling 
ot  lace,  extremities,  eyes,  lips,  longue,  ditticully  in  swallowing  or  breathing)  and  to  lake  no  more  (frug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lightheadedness  especially  during  the  lirst  tew  days  ol  therapy  It 
acfual  syncope  occurs,  the  patients  should  be  lolti  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ot  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a tall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  Ihe  physician 

Hyperkatemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  then 

physician 

neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inlection  (e  g . sore  throat,  fever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranled  This  intormation  is 
intended  to  aid  in  Ihe  sale  and  effective  use  ot  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 


Drug  Interactions 

Hypotension.  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  alter  inilialion  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  eilher  discontinuing  Ihe  diuretic  or 
increasing  Ihe  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  It  it  is  necessary  to  continue  Ihe  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  tor  al  feast  an 
additional  hour  (See  lAIARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Retease.  The  anlihyperlensive  ettecl  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  cuncomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  signiticani 
adverse  Interactions 

Agents  Increasing  Serum  Polassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diurelics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  polassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  smniticani  increases  in  serum  potassium  Theretore,  it  concomitant  use  ot  these 
agents  is  indicated  because  ot  demonslraled  hypokalemia,  they  should  be  used  wilh  caution  and  with  Irequeni  monitor- 
ing ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 


Lithium  A tew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  il  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy- Category  C There  was  no  lelotoxicity  or  leralogenicily  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapri  I 
(333  limes  Ihe  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  (elal  loxiciN  occurred  in  some  rabbits  al  doses  ot  1 mg/kg/day  or 
more  Saline  supplemenlalion  prevented  Ihe  maternal  and  tetaf  toxicity  seen  al  doses  ol  3 and  10  mg/kg/day,  but  not  al 
30  mg/kg/day  (50  times  the  maximum  human  dose) 


Radioactivity  was  found  lo  cross  Ihe  placenta  tollowing  adminisiralion  ot  labeled  enalapnl  to  pregnant  hamsters 
There  are  no  adequate  and  well-conirolled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapnl  crosses  Ihe  human  placenta  Because  the  risk  ol  (elal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
delined,  VASOTEC*  (Enalapnl  Maleale.  MSD)  should  be  used  during  pregnancy  only  it  Ihe  polenlial  benefit  lustities  Ihe 
potential  risk  lo  the  letus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  tollowing  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  (irsi  trimester  ot  pregnancy  has  not  been  reported  to  aflecl  lelal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  tetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perfusion  in  Ihe  newborn  OTigohydrammos  m the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  in  the  tetus  Tnlants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion, oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  periusion  with  the  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  mafernal  use  ot  ACE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  tollowing  adminisiralion  ol  '<C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  ellectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

HYPSRTENStON  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%).  and  (atigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1 4%),  cough  (1 3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  (requenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%),  hypotension  (6  7%).  orthostatic  ettects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%).  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (18%).  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%).  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1 3%).  dyspnea 
(1  3%).  urinary  tract  inlection  (1  3%).  rash  (1 3%).  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarclion, 
rhythm  disturbances,  atrial  tibrillation.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhmorrhea,  asthma,  upper  respiralory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia,  (lushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  (ever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentafion  rate  may  be  present  Rash  or  other  dermatologic  manitestalions  may  occur  These  symploms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  mstiluted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
tollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  (or  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  palienis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINIiS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  disconfinualion  ol  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  fncreases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  trequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  imporlance  unless  another  cause  ot  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 

Dosage  and  Administration:  Hypertension  In  palienis  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  tollowing  the  inilial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued tor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS  ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  slabilized  tor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  to  4()  mg  per  day  administered  in  a single  dose  or  in  two  divided 
(loses  In  some  patients  treated  once  daily,  the  antihypertensive  etfeci  may  dimmish  toward  Ihe  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  adminrsiration  should  be  consrdered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplement^  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  (or 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ot  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ot  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2 5 mg  once  or  twice  daily  After  the  initial  dose  ol  VAStjTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
(or  al  (east  two  hours  ana  until  blood  pressure  has  slabilized  (or  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) II  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ot  hypotension  The  appearance  ol  hypotension  after  Ihe  initial  dose  ot  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  (liug.  tollowing  eltective  management  ot  the  hypotension  The  usual  therapeutic  dosing  range  lor 
Ihe  treatment  ol  heart  failure  is  5 lo  2(J mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  eltective  in  a conlrollerJ  study,  out  nearly  all  patients  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divideii  doses  (See  CLINICAL  PHAR- 
MAC(}L0GY,  Pharmacodynamics  and  Clinical  Etiecis ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  AdiusImenI  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  wilh  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  al  2 5 nig 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRET 
CAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  al  intervals  ol  (our  days  or  more,  it  al  Ihe  lime  ot  dosage  adjusTmenl  there  is  not  MSD 

excessive  hypotension  or  signiticani  deterioration  ot  renal  lunclion  The  maximum  daily  dose  is  40  mg  
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The  Trustees  of  the  Fiske  Fund 
of  the  Rhode  Island  Medical  Society 
are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1989 


to  be  awarded  for  an  original  contribution  submitted  by  licensed 
Rhode  Island  physicians.  Eligible  for  the  1989  competition  are 
original  manuscripts  not  submitted  elsewhere  covering  medical 
topics  of  a scientific,  clinical,  socio-economic,  or  historical  nature. 

Submissions  must  be  in  English. 

The  award,  initiated  in  1836,  is  named  after  Caleb  Fiske  (1753-1834)  who 
was  a Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descendant 
of  Roger  Williams. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  January  1,  1990  to  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island 
02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  Trustees  reserve  the  right  to  award  one  or  more  prizes. 

4)  The  award  recipient(s)  must  transfer  copyright  privileges  to  the  Trustees  of  the  Caleb 
Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will  be  considered  for  publi- 
cation in  the  Rhode  Island  Medical  Journal,  subject  to  review  by  the  Editorial  Board. 

5)  The  award  recipient(s)  will  be  presented  with  the  prize  amount,  to  be  determined  by 
the  Board  of  Trustees  of  the  Caleb  Fiske  Fund,  at  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  to  be  held  in  May,  1990. 
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nostics of  your  system. 


For  more  information  aboutHIS  and  our  complimentary  demonstrations  call  Toll-Free  1-800-562-7069 
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EDITORIALS 


Parkinson’s  Disease  and  the 
Rhode  Island  Community 


The  current  prevalence  of  idiopathic  Parkinson’s 
disease  is  estimated  to  be  about  one  percent  of 
the  population  older  than  60  years.  In  the  state 
of  Rhode  Island,  this  translates  to  about  1,400 
cases  of  the  disease  at  any  one  time,  an  estimate 
which  accords  with  the  number  of  cases  ob- 
served and  cared  for  by  the  practicing  neurolo- 
gists and  internists  in  the  community. 

The  diligent  care  of  patients  with  this  chronic, 
progressive  disorder  demands  an  understanding 
of  the  neurochemical  and  neuropathologic  sub- 
strates of  parkinsonism.  In  recent  years,  much 
experimental  and  clinical  research  has  been  un- 
dertaken to  provide  us  with  more  rational  means 
of  intervention  in  the  disease.  The  current  issue 
of  the  Journal  carries  a comprehensive  review  by 
Joseph  Friedman,  MD  which  summarizes  recent 
advances  in  clarifying  the  etiology  of  this  puz- 
zling disorder  and  discusses,  as  well,  the  newer 
modalities  in  treatment  and  perhaps  even  pre- 
vention of  the  disease. 

There  are  voluntary,  private  agencies  in  the 
Rhode  Island  community  which  offer  effective 
support  and  guidance  for  the  Parkinson’s  disease 
patient  and  his  family. 

The  Rhode  Island  Parkinson’s  Support  Asso- 
ciation, the  local  chapter  of  the  American  Par- 
kinson’s Disease  Association,  was  founded  about 
ten  years  ago.  It  sponsors  educational,  support, 
advocacy  and  fundraising  programs.  The  Asso- 
ciation also  helps  in  recruiting  suitable  patients 
for  experimental  trials  conducted  by  the  Parkin- 
son’s Disease  Center  at  the  Roger  Williams  Gen- 
eral Hospital  [(401)  456-2231].  Further  infor- 
mation may  be  obtained  by  writing  to:  Rhode 
Island  Parkinson  Support  Association,  PO  Box 
6642,  Providence,  RI  02904. 

The  Parkinson’s  Disease  Referral  and  Infor- 
mation Center,  based  at  Memorial  Hospital  in 
Pawtucket,  is  also  sponsored  by  the  American 
Parkinson’s  Disease  Association.  The  Center  dis- 
tributes educational  material  and  periodic  news- 
letters, sponsors  annual  symposia  for  the  health 
professions,  offers  an  extensive  counselling  pro- 
gram on  problems  of  daily  living,  acts  as  a re- 
ferral center  for  access  to  practicing  physicians 


with  an  interest  in  Parkinson’s  disease  and  to  adult 
day  care  facilities,  medication  and  exercise  pro- 
grams and  transportation  services.  The  Center 
also  sponsors  support  groups  throughout  the 
community  including  a Young  Parkinson  Sup- 
port Group  which  meets  monthy  at  Kent  County 
Memorial  Hospital  [(401)  737-7000]  and  a Fam- 
ily Support  Group  which  meets  at  Memorial  Hos- 
pital. Further  information  may  be  obtained  by 
calling  Kathryn  A.  Cullen,  Coordinator,  Parkin- 
son’s Disease  Referral  and  Information  Center, 
Memorial  Hospital  of  RI,  Pawtucket,  RI  02860 
[(401)  722-6000,  Extension  2802.] 

Stanley  M.  Aronson,  MD 


The  Rhode  Island  Task  Force  on 
Teenage  Suicide  Prevention 

The  paper  by  Spirito  and  colleagues,  “Surveil- 
lance of  Adolescent  Suicide  Attempters  in  the 
Rhode  Island  Hospital  Pediatric  Emergency 
Room,”  confirms  again  the  gravity  of  adolescent 
suicide  in  our  society.  The  statistics  are  shocking: 
Teenage  suicide  in  our  country  is  not  only  the 
number  two  killer  of  young  adults  aged  15  to  24 
years,  but  some  ten  per  cent  of  all  young  Amer- 
icans undertake  unsuccessful  suicide  attempts. 

Nationally,  from  1960  to  1989,  the  suicide  rate 
for  young  adults  has  escalated  260  per  cent,  dur- 
ing which  time  19  of  every  100,000  youths  took 
their  own  lives  annually.  Specialists  in  suicide 
prevention,  unfortunately,  are  pessimistic  about 
any  early  diminution  in  this  appalling  rate. 

We  in  Rhode  Island  are  in  the  forefront  of 
those  who  have  contended  with  this  truly  tragic 
situation.  Earlier  this  decade  legislation  was 
passed  making  possible  the  funding  for  the  sig- 
nificant study  which  appears  elsewhere  in  this 
issue  of  the  Rhode  Island  Medical  Journal.  It  is  my 
hope  that  these  investigative  findings  will  be  the 
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beginning  of  yet  more  intensive  connnnnily  ef- 
forts f)y  the  Rhode  fsfand  Task  Force  on  Teenage 
Sniciffe  Prevention,  estaf)lislied  in  f985.  The  d ask 
P'orce  seeks  to  raise  pnhfic  awareness  regaixfitig 
tlie  seriousness  of  the  issue  anct  to  then  fonnnlate 
rational  and  constructive  public  j)olicies  based  on 
data  of  the  kind  generated  by  Spirito  and  his 
colleagues. 

As  chairman  of  the  Rhode  Island  Teenage  Su- 
icide Prevention  Task  Force,  I was  pleased  to 
work  with  the  Rhode  Island  Samaritans  in  ob- 
taining a grant  f rom  the  National  Council  of  State 
L.egislatures  for  the  establishment  of  a suicide 
awareness  program  in  four  high  schoc^ls  in  Rhode 
Island,  d'his  pilot  program  was  so  successful  that 
in  1986  legislation  was  enacted  which  required 
adolescent  suicide  awareness  programs  to  be- 
come a required  part  of  the  health  education 
curriculum  in  all  Rhode  Island  public  high 
schools.  Moreover,  we  obtained  funding  to  en- 
able the  Samaritans,  Rhode  Island’s  leading  su- 
icide prevention  agency,  to  hold  teacher  training 
workshops  and  to  distribute  suicide  prevention 
materials  throughout  the  state. 

I am  particularly  pleased  that  Dr  Spirito’s  data 
suggests  that  Rhode  Island’s  high  school  suicide 
awareness  programs  may  lead  “.  . . to  knowledge 
and  attitude  change.”  It  is  obvious  that  a true 
measure  of  the  success  of  these  efforts  must  await 
follow-up  studies,  but  these  early  findings  are 
both  positive  and  encouraging. 

We  must  all  face  the  fact  that  our  young  people 
are  destroying  themselves  at  an  alarming  rate 
and  that  our  society  must  find  ways  of  stopping 
this  disastrous  loss  of  precious  life.  Suicide  is  pre- 
ventable. We  know  now  that  education  and  early 
intervention  are  key  elements  in  helping  youth 
find  the  support  they  require  to  address  their 
problems.  We  must  provide  this  support  so  that 
our  teenagers  will  know  that  they  are  not  alone 
and  that  there  are  ways  to  break  this  terrible 
pattern  of  self-destruction. 

The  Honorable  Richard  A.  Licht 


On  Medical  Abbreviations 


In  bygone  decades  medical  abbreviations  were 
limited  essentially  to  such  common  shortenings 
as  the  universally  understood  phrases  which  be- 
gin so  many  medical  histories,  “The  patieyU  was  a 


wd,  wu,  wrn  who.  ...”  Fliese  repetitious  abbre- 
viations represented  both  a time-saving  mech- 
anism as  well  as  an  internal  jargon  serving  to 
separate  [ihysicians  from  non-jihysicians.  fhey 
were  harmless  amusements  for  senior  medical 
students  and  jnactical  blessings  for  harried  and 
overworked  interns,  fhe  number  of  complex 
pharmacological  agents  in  past  years  had  been 
limited  and  when  emjiloyed  were  rarely  ex- 
pressed in  terms  of  molecular  structure  or  as 
abbreviations. 

Clearly,  there  is  utility  in  employing  abbrevi- 
ations within  scientific  texts.  MFfP  is  easier, 
quicker  to  say  or  read  than  l-methyl-4-phenyl- 
1 ,2,5,6-tetrahydropyridine.  Current  editorial 
practice  with  most  medical  or  biological  journals 
dictates  that  such  abbreviation  be  inserted  par- 
enthetically immediately  following  the  first  usage 
of  the  full  term.  Subsequently,  the  abbreviation 
is  used  in  the  place  of  the  longer  word  or  phrase. 
This  system  works  well  when  the  undistracted 
reader  begins  at  the  beginning  of  the  article  and 
reads  each  paragraph  in  proper  sequence.  The 
realities,  however,  are  otherwise. 

Most  busy  physicians  do  not  read  a journal 
article  as  though  they  were  preparing  for  an  ex- 
amination on  its  scientific  content.  Rather,  they 
randomly  scan  articles,  frequently  proceeding 
backwards,  and  often  reading  the  summary  be- 
fore the  introductory  text.  And  inevitably  they 
will  encounter  lines  such  as:  “ . . . and  the  newer 
agents,  particularly  PQW’W,  are  found  to  be  more 
effective,  especially  in  the  LGB  syndrome.”  Un- 
less they  are  blessed  with  uncommon  imagination 
the  educational  value  of  the  article  vanishes  until 
the  PQWW’s  and  LGB’s  can  be  deciphered.  This 
then  entails  a frantic  search  through  the  earlier 
paragraphs  of  the  article  seeking  the  first  usage 
of  the  abbreviation  [and  hence  with  it,  the  full 
term.]  These  hasty  excursions  through  the  article 
are  time-consuming,  unproductive  and  some- 
times maddening. 

In  recognition  of  the  realities  that  most  of  us 
do  not  include  MPTP,  ITP,  LGB,  and  PQWW 
in  our  daily  conversations,  the  editors  of  the  Rhode 
Island  Medical  Journal  shall  henceforth  adopt  a 
new  policy  clustering  all  identified  abbreviations 
within  a clearly  visible  box  at  the  lower  right- 
hand  corner  of  the  first  page  of  those  articles 
which  require  obscure  abbreviations  within  their 
context.  Brevity,  said  Shakespeare,  is  the  soul  of 
wit,  but  he  was  never  required  to  read  weighty 
medical  journals  between  patient  visits. 

Stanley  M.  Aronson,  MD 
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(potassium  chloride)  20mEq 
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Kl^l  ■ I Microburst 

(Potassium  Chloride)  USP 
Extended  Release  Tablets 

INDICATIONS  AND  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  AND  BLEEDING  WITH 
CONTROLLED  RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 .  For  the  Irealmenl  ol  patienis  with  hypokalemia  wllh  or  withoul  melabolic  alkalosis,  in  digitalis  inloxicalion  and  in  pa- 
tienis  with  hypokalemic  lamilial  periodic  paralysis.  II  hypokalemia  is  the  result  ol  diuretic  therapy,  consideration  should  be 
given  to  the  use  ot  a lower  dose  ol  diuretic,  which  may  be  sutficient  without  leading  lo  hypokalemia, 

2,  For  the  prevention  ol  hypokalemia  in  patients  who  would  be  at  particular  risk  it  hypokalemia  were  lo  develop,  eg., 
digitalized  patients  or  patients  with  significant  cardiac  arrhythmias 
The  use  of  potassium  salts  In  patients  receiving  diuretics  for  uncomplicated  essential  hypenension  is  often  unnecessary 
when  such  patienis  have  a normal  dietary  pattern  and  when  low  doses  ol  the  diuretic  are  used.  Serum  potassium  should  be 
checked  periodically,  however,  and  if  hypo^lemia  occurs,  dietary  supplemenlabon  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases.  In  more  severe  cases,  and  it  dose  adiustment  ol  the  diuretic  is  inefteclive  or  unwarranted, 
supplementation  with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia  since  a further  Increase  in 
serum  potassium  concentration  in  such  patienis  can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  ot  the  fol- 
lowing conditions:  Chronic  renal  failure,  systemic  acidosis  such  as  diabetic  acidosis,  acute  deh^ralion,  extensive  bssue 
breakdown  as  in  severe  burns,  adrenal  insufficiency,  or  the  administration  ot  a potassium-sparing  diurebc  (e  g , spironolac- 
tone, triamterene,  amiloride)  (see  OVEHOOSAGE) 

Controlled  release  lormulalions  ot  potassium  chloride  have  produced  esophageal  ulceralion  in  certain  cardiac  patients 
with  esophageal  compression  due  lo  enlarged  left  atrium.  Potassium  supplementation,  when  indicated  in  such  patients, 
should  be  given  as  a liquid  preparation  or  as  an  aqueous  (water)  suspension  of  K-DUR  (see  PRECAUTIONS.  Information  lor 
Pallents,  and  DOSAGE  AND  ADMINISTRATION  sections). 

All  solid  dosage  forms  of  potassium  chloride  are  contraindicated  in  any  patient  in  whom  there  is  structural,  pathological 
(eg.,  diabetic  gastroparesis)  or  pharmacologic  (use  of  anUchollnergic  agents  or  other  agents  with  anticholinergic  properbes  at 
sufficient  doses  to  exert  anticholinergic  effects)  cause  lor  arrest  or  delay  in  lablel  passage  Ihrough  Ihe  gasiroinlesbnal  trad. 
WARNINGS  Hyperkalemia  (see  OVERDOSAGE)-ln  patienis  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration ol  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  patients  given 
potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomatic.  The  use  ol  potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condi- 
tion which  impairs  potassium  excretion,  requires  particularly  careful  moniloring  of  Ihe  serum  potassium  concentration  and 
appropriale  dosage  adiustment. 

Interaction  with  Potassium  Sparing  DIurellcs-Hypokalemia  should  nol  be  Irealed  by  Ihe  concomitanf  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone,  triamterene  or  amilonde)  since  the  simultaneous  ad- 
ministration ol  these  agents  can  produce  severe  hyperkalemia. 

Inleracllon  with  Angiotensin  Converting  Enzyme  Inhibitors-Anglotensin  converting  enzyme  (ACE)  inhibitors  (e  g . cap- 
lopril.  enalapnl)  will  produce  some  potassium  retention  by  inhibiting  aldosterone  production.  Potassium  supplements  should 
be  given  to  patients  receiving  ACE  inhibitors  only  with  close  monitoring. 

Gastrointestinal  Leslons-Solid  oral  dosage  forms  of  potassium  chlonde  can  produce  ulcerabve  and/or  stenotic  lesions 
ot  the  gastrointestinal  tract.  Based  on  spontaneous  adverse  reaction  reports,  enteric  coated  preparations  ol  potassium  chlo- 
ride are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100,000  patient  years)  compared  to  sus- 
tained release  wax  matrix  formulations  (less  than  one  per  100,000  patient  years)  Because  ol  the  lack  of  extensive  marketing 
experience  with  microencapsulated  products,  a comparison  between  such  products  and  wax  matrix  or  entenc  coated 
products  Is  not  available.  K-DUR  Is  a tablet  formulated  to  provide  a controlled  rale  of  release  of  microencapsulated  potassi- 
um chloride  and  thus  to  minimize  the  possibility  of  a high  local  conceniratlon  ol  potassium  near  the  gastrointesbnal  wall 
Prospective  trials  have  been  conducted  in  normal  human  volunteers  in  which  the  upper  gastrointestinal  trad  was  evaluat- 
ed by  endoscopic  inspection  before  and  after  one  week  of  solid  oral  potassium  chlonde  therapy  The  ability  of  this  model  to 
predict  events  occurnng  in  usual  clinical  practice  is  unknown.  Trials  which  approximated  usual  clinical  practice  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  forms.  In  contrast,  there  was  a higher  inci- 
dence of  gastnc  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  matrix  controlled  release  formulation  under 
conditions  which  did  not  resemble  usual  or  recommended  clinical  practice  (i.e. , 96  mEq  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  tasted  patienis,  in  the  presence  of  an  anticholinergic  drug  to  delay  gastric  emptying).  The  upper 
gastrointestinal  lesions  observed  by  endoscopy  were  asymptomabc  and  were  not  accompanied  by  evidence  ot  bleeding 
(Hemoccult  testing)  The  relevance  ol  these  findings  to  the  usual  conditions  (i.e.,  non-fasting,  no  anhcholinergic  agent, 
smaller  doses)  under  which  controlled  release  potassium  chloride  products  are  used  is  uncertain,  epidemiologic  studies 
have  not  Identified  an  elevated  risk,  compared  to  microencapsulated  products,  tor  upper  gastrointesbnal  lesions  in  patients 
receiving  wax  matrix  formulations  K-DUR  should  be  disconbnued  immediately  and  the  possibility  of  ulcerabon,  obstrucbon 
or  perforation  considered  if  severe  vomibng,  abdominal  pain,  distenbon,  or  gastrointesbnal  bleeding  occurs. 

Metabolic  Acidosis-Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate. 

PRECAUTIONS  General:  The  diagnosis  ot  potassium  deplebon  Is  ordinarily  made  by  demonstrating  hypokalemia  in  a pabent 
with  a clinical  history  suggesbng  some  cause  lor  potassium  depletion.  In  interprebng  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence  of  a deficit  in  total  body  potas- 
sium while  acute  acidosis  per  se  can  Increase  the  serum  potassium  concenirabon  Into  the  normal  range  even  In  the 
presence  of  a reduced  total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attenbon  to  acid-base  balance  and  appropriate  monitoring  ol  serum  elec- 
trolytes. the  electrocardiogram,  and  the  clinical  status  ol  the  patient. 

Laboratory  Tests:  When  blood  Is  drawn  for  analysis  of  plasma  potassium  it  Is  important  to  recognize  that  artifactual  eleva- 
bons  can  occur  after  improper  venipuncture  technique  or  as  a result  ol  in-vibo  hemolysis  of  the  sample 
Drug  Interactions:  Potassium-sparing  diuretics,  angiotensin  converting  enzyme  inhibitors  (see  WARNINGS) 
Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility:  Carcinogenicity,  mutagenicity  and  fertility  studies  in  animals 
have  not  been  performed  Potassium  is  a normal  dietary  consbtuent. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is  unlikely  thal  potassium  sup- 
plementation that  does  not  lead  to  hyperkalemia  would  have  an  adverse  effect  on  the  fetus  or  would  affect  reproductive  capacity. 

Nursing  Molhers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since  oral  potassium  be- 
comes part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessive,  the  contribution  of  potassium  chloride 
supplementation  should  have  little  or  no  effeci  on  the  level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  nol  been  esiablished 
ADVERSE  REACTIONS  One  of  Ihe  mosi  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS.  WARNINGS, 
and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal  condibons  including  obstruction, 
bleeding,  ulcerabon.  and  perforabon  (see  CONTRAINDICATIONS  and  WARNINGS) 

The  most  common  adverse  reacbons  lo  oral  potassium  salts  are  nausea,  vomiting,  flatulence,  abdominal  pain/discom- 
fort, and  diarrhea.  These  symptoms  are  due  to  irritabon  of  the  gastrointesbnal  tract  and  are  best  managed  by  dilubng  the 
preparation  further,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  bme 
OVERDOSAGE  The  administration  ol  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  for  potassium  rare- 
ly causes  senous  hyperkalemia.  However,  if  excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too  rapidly 
intravenously,  potenbally  fatal  hyperkalemia  can  resell  (see  CONTMINDICATIONS  and  WARNINGS)  It  is  Important  to 
recognize  that  hyperkalemia  is  usually  asymptomabc  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
centrabon  (6.5-8.0  mEq/L)  and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves.  depres- 
sion ol  S-T  segmeni,  and  prolongabon  of  Ihe  QT-interval)  Late  manilestabons  include  muscle-paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Eliminabon  of  foods  and  medicabons  containing  potassium  and  ol  any  agents  with  potassium-sparing  properties 
2,  Intravenous  administration  ol  300  to  500  mL/hr  ol  10%  dexlrose  solution  containing  10-20  units  of  cr^talline  insulin 
per  1,000  mL. 

3.  Correebon  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4,  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  In  pabents  who  have  been  stabilized  on  digitalis,  too  rapid  a lowering  of 
the  serum  potassium  concentrabon  can  produce  digitalis  toxicity 
Caution  Federal  law  prohibits  dispensing  without  prescription. 
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FULL  TIME  PHYSICIANS 

needed  for  ambulatory  emergency  room 
setting  in  outlying  community  areas.  No 
hospital  affiliations.  Wages  and 
malpractice  insurance  coverage.  Two 
facilities.  No  less  than  40  hours  per 
week.  Part  time  positions  available  also. 
Wage  to  be  discussed  during 
interviews.  Please  call  or 

Send  CV: 

Ronna  A.  Pate, 

Administrator 

Rl  Medical  & Emergency  Services,  Inc. 
480  Atwood  Avenue 
Cranston,  Rl  02920 

(401)  943-4540 


Dermatopath  Lab 

You  Take  Care  of  Patients. 

We  Take  Care  ofYou. 

Because  the  care  and  treatment  of  patients  is  so  imponant  to  you, 
it’s  imponant  to  us.  Tlrat's  why,  at  Dermatopath  Lab,  we  assure 
you  of  high  qualit\;  reliable  slide  processing  and  inteipretation 
of  all  your  dermatolog\’  specimens. 

Slides  are  prepared  by  ASCP  Registered  Technicians  and  inter- 
preted by  a Board  Certified  Dermatologist  / Dermatopathologist. 

Among  the  services  we  provide  are:  Slide  Processing,  H&E 
(Gross  and  Micro.scopic),  Immunofluorescence  (Direct  and 
Indirect),  Special  Stains,  Cnologv'  and  Immunoperoxidase.  All 
available  at  affordable  costs!  For  added  convenience,  FREE  POST- 
AGE ( both  ways ),  along  witla  supplies  (materials,  vials  and  reports) 
are  provided  for  you. 

'Xben  it  comes  time  for  payment,  computerized  billing  repons, 
prepared  monthly,  make  your  bookkeeping  records  easy  to 
process. 

Ready  to  have  your  dermatologv-  specimen  requirements  an- 
swered by  professionals  as  concerned  about  patient  care  as  you 
are?  Call  today. Toll  Free  1(800)323-5748, or(401 
-f21-^8"’0  .Monday-Friday,  8:30am-4:30pm, 

Or  write:  Dermatopath  Lab,  PO  Box  (5810, 

Providence,  Rl  02940.  Dr.  Yvonne  Hines,  M.D., 
Dermatologist/Dermatopathologist. 
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Parkinson’s  Disease  Update 


Joseph  H.  Friedman,  MD 


The  major  breakthroughs  in  Parkinson’s 
disease  (PD)  that  I expect  to  occur  by  the 
end  of  this  century  are:  An  understanding 
of  the  cause  of  PD  and  the  development 
of  methods  to  prevent  it;  development  of 
affordable  techniques  to  diagnose  PD  be- 
fore it  becomes  symptomatic  and  the  iden- 
tification of  medications  to  slow  or  halt 
its  progression;  development  of  more  ef- 
fective medications  and  brain  implanta- 
tion methods  to  better  treat  those  with  ac- 
tive disease. 


Research  on  Parkinson’s  disease  (PD)  has  mush- 
roomed dramatically  in  recent  years.  An  initial 
flurry  of  activity  occurred  around  1960  with  the 
discovery  of  the  dopamine  deficit'  followed  in 
1969  by  the  equally  impressive  development  of 
L-DOPA  as  an  effective  therapy  for  symptoms 
of  the  illness.^  Progress  then  slowed,  until  the 
discovery  in  1982  that  l-methyl-4-phenyl-l,2,5,6- 
tetrahydropyridine  (MPTP),  a narcotic  deriva- 
tive drug  sold  on  the  streets  of  California^  caused 
severe  parkinsonism  in  humans.  It  was  soon  dis- 
covered that  it  also  caused  parkinsonism  in  pri- 
mates, thus  providing  the  first  primate  model  of 
PD.‘*  Current  research  focuses  on  etiology,  path- 
ophysiology and  treatment. 

Etiology  Considerations 

In  terms  of  etiology  little  is  known.  PD  is  not 
thought  to  be  due  to  an  infectious  agent  or  to  be 
hereditary.®  Although  there  clearly  existed  a form 
of  parkinsonism  associated  with  encephalitis  leth- 
argica  (Von  Economo’s  encephalitis),  the  cohort 
hypothesis  that  all  PD  was  due  to  this  infection 
and  that  all  cases  would  disappear  as  the  popu- 


Joseph H.  Friedman,  MD,  is  Associate  Professor  of 
Neurology  with  the  Department  of  Clinical 
Neurosciences  Brown  University,  and  Director, 
Parkinson  s Disease  and  Movement  Disorder  Center, 
Providence,  Rhode  Island. 


lation  exposed  to  the  virus  (the  cohort)  aged, 
proved  to  be  incorrect.  Post-infectious  parkin- 
sonism has  a different  pathology  and  course  than 
idiopathic  PD  and  while  the  former  is  disap- 
pearing, the  latter  is  not.  Isolated  cases  of  the 
post-infectious  form  are  still  reported®  but  the 
viral  agent  has  not  been  identified  in  all  cases. 
The  vast  bulk  of  the  infectious  cases  occurred 
during  the  time  of  the  great  influenza  epidemic 
of  the  early  nineteen  twenties.  There  is  only  cir- 
cumstantial evidence  to  support  a common  viral 
etiology  for  both.’ 

The  hereditary  aspects  are  not  completely  clear. 
A study  of  identical  twins,  of  whom  one  has  PD, 
has  shown  no  increased  incidence  of  PD  in  the 
other  twin.®  On  the  other  hand,  specialists  in  PD 
have  been  impressed  with  families  that  seem  to 
have  a markedly  increased  incidence  of  PD,  rais- 
ing the  issue  of  hereditary  forms  of  the  illness. 


ABBREVIATIONS  USED: 

DATATOP:  Deprenyl  Tocopherol  Antioxidative 
Therapy  of  Parkinsonism 
L-DOPA : 3 ,4-dihydroxy-L-phenylalinine 
MPTP:  1 -methyl-4 -phenyl- 1 ,2 ,5 ,6-tetrahydro- 
pyridine 

PD:  Parkinson  s disease 
PET:  positron  emission  to7nography 
PHNO:  4 -propyl-9 -hydroxynaphthoxazine 
SND-1 9:  Pramipexole. 
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vSince  it  is  so  common,  occurring  in  one  percent 
of  the  American  (Caucasian  poj)ulation  over  ()(), 
it  has  been  impossible  to  delermine  whether  these 
familial  clusters  are  simply  random.  At  the  Par- 
kinson’s Disease  Center  at  the  Roger  Williams 
(ieneral  Hospital  I have  recently  seen  a 28-year- 
old  woman  with  PI)  whose  sister  died  with  ad- 
vanced, })athologically  confirmed  PI).  Another 
family  has  three  siblings  and  a niece  all  with  PI). 
Other  familial  clusters,  although  with  later  dis- 
ease onset,  are  not  uncommon  in  this  area. 


. . . a narcotic  derivative  drug  sold  on  the 
streets  of  California  caused  severe  par- 
kinsonism in  humans. 


Most  investigators  in  the  field  believe  that  en- 
vironmental agents  are  important  in  causing  PD 
but  evidence  is  circumstantial  and  not  yet  com- 
pelling.^ The  concept  of  an  environmental  cause 
is  based  as  much  on  the  lack  of  an  identified 
infectious  or  hereditary  etiology  as  it  is  on  solid 
clues.  The  suggestive  evidence  derives  from  ob- 
servations that  naturally  occurring  toxins  do  cause 
parkinsonian  syndromes.  Star  thistle,  a weed, 
causes  parkinsonism  in  horses.^  Manganese  dust, 
found  in  factories  and  mines,  carbon  monoxide 
and  cyanide  all  cause  irreversible  PD  in  humans. 
MPTP,  a synthetic  compound  related  structur- 
ally to  many  naturally  occurring  compounds,  not 
only  causes  parkinsonism  in  humans  but  selec- 
tively affects  brain  nuclei  which  have  been  shown 
to  degenerate  in  PD.  Perhaps  the  most  impres- 
sive circumstantial  evidence  was  the  discovery  that 
a toxic  compound  in  a tuber  that  was  a dietary 
staple  on  Guam  before  World  War  II  causes  a 
clinical  syndrome  and  pathological  changes  in 
primates  identical  to  the  naturally  occurring  de- 
generative disease  called  the  Guamian  amy- 
otrophic lateral  sclerosis-Parkinson’s  disease-de- 
mentia complex. This  had  been  the  leading 
cause  of  death  on  the  island  until  the  population 
adopted  western  customs  and  reduced  its  con- 
sumption of  the  tuber.  Thus,  another  slowly  pro- 
gressive disorder  involving  some  of  the  same  brain 
structures  as  in  PD  appears  to  be  due  to  an  en- 
vironmental agent. 

It  is  most  likely  that  PD  is  caused  by  one  or 
more  environmental  substances  that  are  natu- 
rally occurring  and  for  which  a hereditary  pre- 
disposition may  play  a role.”  A recent  published 
study  revealed  elevated  copper  concentrations  in 
cerebrospinal  fluid  of  untreated  PD  patients,'^ 
suggesting  the  possibility  of  a metabolic  de- 


rangement, eithei  causal  or  secondary  to  the  PI), 
but  attemjjts  to  conlhin  this  have  found  no  dif- 
ferences between  patients  and  controls.''^ 

One  recent  hypothesis  concerning  disease  pro- 
gression suggested  that  PI)  might  reflect  a single 
or  perhajjs  a few  isolated  toxic  exposures  which 
damaged  some  cells  in  the  substantia  nigra  but 
tiot  sidTicient  numbers  to  cause  clinical  disease.” 
Normal  aging,  which  causes  a further  drop  out 
in  the  substantia  nigra  neurons  would,  in  con- 
junction with  the  prior  toxic  damage,  then  cause 
the  final  decline  to  PD.  Work  by  McGeer  et  al” 
has  shown  that  PI)  patients  actually  have  a much 
increased  rate  of  neuronal  loss  compared  to  con- 
trols, suggesting  that  PD  is  an  active  process 
throughout  its  clinical  course. 

Pathological  Considerations 

The  pathophysiology  of  parkinsonian  signs  has 
been  somewhat  better  understood  with  the  aid 
of  MPTP.””  ” This  narcotic  derivative  causes  neu- 
ronal death  in  the  pars  cornpacta  of  the  substan- 
tia nigra  in  primates  and  other  animals.  This  is 
one  of  the  locations  aff  ected  in  PD.^  Over  twenty 
IV  drug  abusers  developed  irreversible  parkin- 
sonism as  a result  of  getting  high  on  MPTP.  In 
the  one  human  studied  pathologically  after  the 
use  of  MPTP,  as  well  as  in  the  primate  models, 
it  became  apparent  that  virtually  all  of  the  clinical 
features  of  human  PD  could  be  ascribable  to  the 
loss  of  cells  in  the  pars  cornpacta.  The  dysfunc- 
tion caused  by  alterations  in  the  other  brain  re- 
gions (locus  ceruleus,  dorsal  motor  nucleus  of  the 
vagus  nerve)  in  idiopathic  PD  therefore  largely 
remains  unexplained.  One  theoretically  impor- 
tant aspect  of  this  discovery  is  the  implication  that 
brain  implantations  may  be  feasible,  since  the 
functions  of  only  one  brain  region  need  replace- 
ment, rather  than  many  discrete  regions.  An  ad- 
ditional observation  that  had  been  suspected  prior 
to  the  MPTP  discovery  was  that  clinical  signs  and 
symptoms  of  parkinsonism  did  not  emerge  until 
80  per  cent”  or  more  of  the  cells  in  the  pars 
cornpacta  were  lost,  implying  a four-fold  redun- 
dancy in  the  system  and  more  importantly,  im- 
plying that  neuronal  circuitry  was  less  important 
in  the  neuronal  system  than  neurohormonal  bal- 
ance. That  is,  the  chemical  balance,  or  level  of 
dopamine  was  crucial,  not  the  synaptic  connec- 
tions. Thus,  this  aspect  of  brain  function  is  not 
simply  a computer-like  model  in  which  the  con- 
nections are  critical.  Failure  in  this  part  of  the 
brain  might  therefore  be  amenable  to  chemical 
implants  or  tissue  implants  even  though  the  neu- 
ronal circuits  will  never  regenerate. 
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Therapeutic  Considerations 

The  drug  treatment  of  PD  has  not  changed  dra- 
matically in  recent  years  but  may  soon.  Possibly 
the  most  inportant  development  has  been  the 
Deprenyl  and  Toxopherol  Antioxidative  Ther- 
apy of  Parkinsonism  (DATATOP)  study,  a 
$10,000,000  NIH-sponsored  multicenter  pro- 
spective study  to  test  whether  deprenyl  (Selegi- 
line) and/or  tocopherol  (Vitamin  E),  both  anti- 
oxidants, can  slow  the  progression  of  mild,  un- 
treated PD.  A pilot  study  recently  reported  that 
deprenyl  does  indeed  prolong  the  time  interval 
before  an  otherwise  untreated  PD  will  require 
symptomatic  therapy'^  and  hence  it  appears  to 
slow  disease  progression.  This  represents  the  first 
attempt  to  treat  the  disease  itself,  ie,  the  degen- 
eration and  the  death  of  neurons,  rather  than 
just  the  symptoms  (rigidity,  tremor,  bradykine- 
sia,  etc).  DATATOP  is  the  largest  study  ever  un- 
dertaken on  PD,  involving  800  untreated  pa- 
tients. The  results  of  this  study  are  not  yet 
available  since  it  is  still  in  progress.  Hopefully  it 
will  confirm  the  results  of  the  pilot  project. 


Most  investigators  believe  that  environ- 
mental agents  are  important  in  causing 
Parkinson’s  disease. 


The  rationale  for  the  deprenyl  study  was  both 
theoretical  and  clinical.  The  theoretical  back- 
ground lies  partly  in  the  belief  that  free  radicals, 
resulting  from  oxidative  chemical  reactions,  are 
harmful  to  neurons.  Similar  theories  have  been 
raised  for  cancer  and  for  aging.’®  '’  Since  dopa- 
mine synthesis  in  the  neuron  creates  free  radi- 
cals, slowing  this  reaction  might  preserve  the 
neurons.  Deprenyl  acts  by  blocking  the  enzyme 
monoamine  oxidase  B,  which  metabolizes  do- 
pamine. Thus  deprenyl  prolongs  the  action  of 
dopamine,  reducing  the  synthesis  of  dopamine 
and  hence  the  generation  of  free  radicals.  To- 
copherol is  a free  radical  scavenger  and  acts  in 
a non-specific  manner  to  reduce  free  radical  con- 
centrations. Another  theoretical  rationale  for  de- 
prenyl is  its  ability  to  render  MPTP  non-toxic, 
suggesting  the  remote  possibility  that  if  deprenyl 
can  block  the  toxicity  of  one  PD-inducing  com- 
pound, it  might  be  inhibitory  for  other  neuro- 
toxins as  well.  Finally,  a retrospective  European 
study'®  observed  that  deprenyl  prolonged  func- 
tional ability  and  delayed  death  in  treated  PD 
patients.  As  DATATOP  was  launched  well  be- 
fore the  results  were  available  on  the  smaller  de- 
prenyl study,  it  is  comforting  to  learn  that  an 


independent  trial  has  borne  out  the  hypotheses 
under  evaluation. 

The  benefit  of  finding  a way  to  slow  down  PD 
progression  is  not  limited  to  providing  the  ap- 
propriate medication  to  any  individual  PD  pa- 
tient. Since  signs  and  symptoms  of  PD  do  not 
emerge  until  several  years  after  the  actual  loss  of 
neurons  begins  to  occur  (ie,  when  the  last  20  per 
cent  of  the  nigral  cells  start  to  deteriorate)  one 
might,  theoretically,  forestall  the  actual  symp- 
toms of  the  illness  if  treatment  were  started  in 
the  pre-clinical  stage.  This  possibility  may  soon 
be  tested.  PET  (positron  emission  tomography) 
scans  are  currently  able  to  create  CT  scan-like 
images  of  the  brain,  providing  information  on 
regional  neural  metabolism.  With  suitable  radio- 
active isotopes,  dopamine  and  dopamine  recep- 
tors can  be  labelled  to  provide  in  vivo  evidence 
of  dopamine  content  throughout  the  brain. 
Should  PET  scans  or  other  similar  studies  ever 
become  inexpensive,  safe  and  widely  available, 
the  at-risk  population  could  be  screened  to  iden- 
tify and  then  treat  those  patients  before  symp- 
toms of  PD  occur,  thus  aborting  the  clinical  ap- 
pearance of  the  disease. 

A significant  amount  of  work  has  gone  into 
understanding  why  some  patients  suffer  from 
clinical  fluctuations  in  response  to  L-DOPA.  In 
a large  study  evaluating  the  response  to  L-DOPA 
in  previously  untreated  PD  patients,  in  treated 
but  stable  patients,  and  in  those  patients  with 
clinical  fluctuations  and  those  with  “on/off’ 
(seemingly  random,  sudden  oscillations)  several 
interesting  findings  emerged.'®- Previously  un- 
treated patients  responded  to  L-DOPA  for  six 
hours  or  more  despite  the  fact  that  the  serum 
half-life  of  the  drug  is  only  90  minutes.  Treated 
patients  without  fluctuations  had  a stable  re- 
sponse for  a shorter  period  of  time.  Clinical  fluc- 
tuators  had  a short  response  and  “on/off’  pa- 
tients the  shortest.  The  fluctuators  and  “on/off’ 
patients  all  had  dyskinesias  when  “on”  and  severe 
parkinsonism  when  “off,”  without  an  interme- 
diate state.  One  can  infer  that  two  things  occur 
over  time  as  PD  patients  are  treated  with  L-DOPA. 
The  first  is  that  storage  capacity  for  the  L-DOPA 
decreases.  Thus,  when  the  patient  has  mild  PD 
and  10-15  per  cent  of  the  nigral  neurons  are 
intact,  L-DOPA  can  be  stored  and  dopamine  syn- 
thesized over  several  hours,  even  after  the  plasma 
level  of  drug  is  nil.  As  the  disease  worsens  and 
nigral  neurons  die,  less  and  less  L-DOPA  can  be 
stored.  When  the  disease  is  advanced  and  only 
2-5  per  cent  of  nigral  neurons  remain  there  is 
virtually  no  storage  capacity  and  the  brain  is  de- 
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pendent  upon  a constant  plasma  level  to  snpjdy 
l.-DOPA.  The  tlneshold  at  which  j)atients  re- 
sponded to  L-DOPA  was  the  same  in  all  groups 
of  patients  so  that  even  advanced  PI)  j)atients 
never  develoj^ed  a resistance  to  the  drug.  The 
second  implication  of  these  studies  is  that,  over 
time,  the  theraj)eutic  window  lor  j)lasma  L-1)()PA 
levels  narrows.  It  eventually  becomes  impossible 
lor  some  patients  to  achieve  a j^lasma  drug  level 
resulting  in  a good  response  without  dyskinesias. 

The  search  lor  better  treatment  ol  PI)  symp- 
toms continues.  Pergolide,  a direct  (loj)amine  ag- 
onist similar  to  bromocriptine  has  recently 
reached  the  pharmacies.  Its  indications  lor  use 
will  be  similar  to  those  ol  bromocriptine:  pre- 
dominantly as  an  adjunct  to  L-DOPA.  Its  major 
importance  is  that  many  patients  who  were  in- 
tolerant of  bromocrijjtine  because  of  nausea  or 
dizziness  (usually  lightheadedness)  may  tolerate 
pergolide  at  doses  high  enough  to  provide  symp- 
tomatic relief.  Its  efficacy  is  similar  to  that  of 
bromocriptine. 

. . . deprenyl  prolonged  functional  ability 

and  delayed  death  in  treated  Parkinson’s 

disease  patients. 

Deprenyl  (Selegiline),  a monoamine  oxidase  B 
inhibitor,  has  been  approved  for  marketing  by 
the  FDA.  It  is  a helpful  adjunctive  medication  to 
sinemet  for  patients  with  a clinically  fluctuating 
response  to  L-DOPA.  The  main  interest  about  it 
concerns  its  possible  ability  to  slow  progression 
of  the  disease.  PHNO,  (4-propyl-9-hydroxy- 
naphthoxazine)  a direct  dopamine  agonist  that 
can  be  absorbed  through  the  skin  (and  hence 
providing  a constant  level  of  drug  in  the  blood) 
currently  is  under  study. SND^  919  is  a drug 
with  a novel  action.  In  animal  models  of  parkin- 
sonism it  appears  to  act  as  a direct  dopamine' 
agonist  while  in  animal  models  of  schizophrenia, 
it  behaves  as  a dopamine  receptor  blocking  agent. 
This  drug  is  effective  in  the  MPTP  primate  model 
of  PD  and  will  receive  its  first  American  human 
trials  in  Providence. 

Paradoxically,  a major  breakthrough  in  the 
drug  treatment  of  schizophrenia  also  represents 
an  advance  in  the  treatment  of  PD.  This  is  par- 
adoxical because  schizophrenia  is  often  consid- 
ered a dopamine  excess  state  whereas  PD  is  a 
dopamine  deficiency  state.  How  important  an 
advance  this  is  will  be  determined  over  the  next 
few  years.  Clozapine,  an  atypical  neuroleptic  that 
causes  virtually  no  extrapyrainidal  side  effects 
(such  as  parkinsonism,  akathisia,  acute  dystonia. 


or  tardive  dyskinesia)  has  been  demonstrated  to 
be  a more  jiotent  antipsychotic  agent  than  any 
known  medication. Although  it  shares  the  do- 
jiamine  recejitor  blocking  action  of  the  other  an- 
ti jisychotics,  it  does  so  to  a significantly  lesser 
degree  and  has  many  other  pharmacological 
properties.  It  is  apparently  useful  in  PI)  in  two 
ways.  It  is  extremely  heljjful  in  managing  psy- 
choses in  PI)  jiatients.^-’  I here  are  only  two  cur- 
rently available  aj^proaches  to  managing  this 
problem:  either  reduce  PI)  medications,  since 
these  drugs  can  exacerbate  or  cause  organic  men- 
tal changes,  or  add  an  antipsychotic  agent.  Agents 
other  than  clozajjine  cause  parkinsonism  in  nor- 
mal patients  and  exacerbate  it  in  those  with  PI). 
Similarly,  reducing  PD  medications  will  worsen 
the  parkinsonism.  Clozapine  does  neither.  It  may 
become,  therefore,  the  drug  of  choice  in  this  sit- 
uation. Clozapine  also  lessens  tremors,  both  in  PI) 
and  in  essential  tremor.  My  own  experience  in 
PD  certainly  bears  this  out  but  we  do  not  yet  know 
how  long  the  benefit  will  be  sustained.  We  have 
so  far  treated  six  patients  with  very  small  doses 
of  clozapine  after  their  PD  tremor  had  failed  to 
respond  to  standard  PD  medications,  and  have 
had  moderate  to  marked  success. 

Tissue  Transplantation  as  Therapy 

Yet  another  area  of  active  PD  research  is  in  brain 
implantation.  There  have  been  two  approaches: 
one  uses  autologous  adrenal  medullary  tissue; 
the  other  uses  fetal  substantia  nigra.  In  animal 
models  this  approach  works  better;  however  the 
brain  is  not  a privileged  immunologic  site  and 
transplants  are  often  rejected.  Thus,  the  HLA 
matching  between  host  and  donor  assumes  great 
importance.  This  potential  incompatibility  makes 
fetal  implantation  problematic.  An  alternative 
approach  has  been  to  use  the  subject’s  own  ad- 
renal medullary  tissue.  The  method  uses  cells 
which  secrete  epinephrine  (adrenaline)  which  is 
derived  from  dopamine.  These  transplanted  cells 
alter  and  evolve  into  neuronal-type  cells.  Adrenal 
implants  into  animal  brains  were  mildly  success- 
ful but  the  first  few  human  trials  were  unsuc- 
cessful.^^ In  1987  a Mexican  team  announced  the 
successf  ul  use  of  autologous  adrenal  implants  to 
treat  PD.^®  The  results  seemed  impressive  and 
several  institutions  around  the  world  sought  to 
reproduce  the  work,  while  several  prestigious 
centers  chose  not  to  perform  the  operation  pend- 
ing further  evaluation. 

More  than  200  adrenal  transplant  operations 
have  been  performed  in  this  country.  Results  have 
been  generally  disappointing.  Although  some 
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patients  have  shown  significant  benefits,  the  pro- 
cedure carries  a considerable  morbidity  and  mor- 
tality.^’ Some  investigators  believe  that  any  im- 
provement is  related  only  to  a persisting  blood 
brain  barrier  disruption  while  others  think  that 
it  has  to  do  with  trophic  factors  released  by  the 
damaged  brain. 

Virtually  all  American  hospitals  have  now 
abandoned  the  adrenal  implant  procedure.  The 
use  of  human  fetal  tissue  derived  from  abortions 
still  holds  some  promise.  In  Mexico,  several  such 
procedures  were  performed  using  donor  tissue 
from  spontaneous  miscarriages.^®  This  required 
that  host  subjects  live  in  the  hospital  waiting  for 
a suitable  donor.  The  host  then  requires  im- 
munosuppression for  life  to  prevent  rejection. 
At  least  three  such  operations  were  performed 
in  the  United  States  and  more  in  England  but 
results  are  unavailable.  A published  report  on 
two  patients  from  Sweden  described  only  mild 
improvement.^® 

Results  (of  adrenal  tissue  brain  trans- 
plants in  Parkinson’s  disease  patients) 
have  been  generally  disappointing. 

Alternate  Transplantation  Techniques 

Since  tissues  compatibility  is  essential  and  since 
availability  of  donor  tissues  is  fairly  random,  other 
approaches  have  been  investigated.  One  involves 
the  freezing  of  donor  fetal  brain.  In  this  way 
donor  tissue  can  be  banked  so  that  properly 
matched  cells  might  be  used  on  an  elective  basis. 
In  another  approach,  genetic  engineering  has 
been  used  to  induce  dopamine  synthesis  in  fi- 
broblasts. Theoretically,  a patient  may  donate 
some  skin  cells  for  in  vitro  genetic  alteration  and 
then  have  them  implanted  into  the  subject’s  own 
brain. 

Experiments  with  selectively  permeable  mem- 
branes are  being  conducted  at  Brown  Universi- 
ty’s Artificial  Organs  Laboratory.  These  mem- 
branes, encapsulating  cells,  have  pores  large 
enough  to  allow  neurotransmitters  to  be  released 
but  small  enough  to  block  passage  of  cells,  thus 
preventing  rejection.  Experimentally  trans- 
planted cross-species  brain  grafts  survive  long- 
term, without  immunosuppression,  and  can  re- 
j verse  parkinsonism  in  rodent  models.  Tech- 
niques have  been  developed  to  measure  and  ti- 
j trate  the  amount  of  dopamine  secreted  by  such 
encapsulated  cells.  If  the  transplants  survive  and 

I function  in  the  MPTP  primate  model  of  PD  and 
are  shown  to  be  safe,  they  could  then  be  tried  on 
humans.  This  procedure  would  be  performed 


via  stereotactic  surgery  under  local  anesthesia, 
thus  eliminating  much  of  the  morbidity  of  the 
two  operations  required  for  the  adrenal  trans- 
plant procedure.  No  immunosuppression  will  be 
required.  Lhilike  human  fetal  implantation,  these 
implants  will  be  derived  from  fetal  animals. 

Comment 

The  major  breakthroughs  in  PI)  that  I expect  to 
occur  by  the  end  of  this  century  are:  an  under- 
standing of  the  cause  of  PD  and  the  development 
of  methods  to  prevent  it;  development  of  af- 
fordable techniques  to  diagnose  PD  before  it  be- 
comes symptomatic  and  the  identification  of 
medications  to  slow  or  halt  its  progression;  de- 
velopment of  more  effective  medications  and 
brain  implantation  methods  to  better  treat  those 
with  active  disease. 
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Pediatric  Emergency  Department 
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Efforts  to  understand  completed  suicide 
increasingly  focus  on  the  related  problem 
of  attempted  suicide. 


Adolescent  suicide  is  a serious  social  problem  and 
is  recognized  as  the  second  leading  cause  of  death 
in  the  teenage  years.'  Retrospective  psychological 
studies  indicate  that  a substantial  number  of  ad- 
olescents who  complete  suicide  have  made  prior 
suicide  attempts.-  ^ Moreover  follow-up  studies 
show  that  a significant  number  of  adolescent  su- 
icide attempters  will  also  go  on  to  complete  sui- 
cide.^ ® Thus,  efforts  to  understand  completed 
suicide  increasingly  focus  on  the  related  problem 
of  attempted  suicide.  The  exact  magnitude  of 
non-fatal  adolescent  suicidal  behavior  is  difficult 
to  estimate  since  relatively  few  of  these  attemp- 
ters receive  medical  care.®  However,  in  anony- 
mous surveys,  approximately  ten  per  cent  of  ad- 
olescents admit  to  prior  suicide  attempts.®' ' The 


Anthony  Spirito,  PhD,  is  a staff  psychologist  at  Rhode 
Island  Hospital  and  Assistant  Professor  of  Psycliiahy 
at  Brown  University,  Providence,  Rhode  Island. 


Suzanne  Riggs  MD,  is  Director  of  Adolescent  Medicine 
at  Rhode  Island  Hospital  and  Assistant  Professor  of 
Pediatrics  at  Brown  University,  Providence,  Rhode  Is- 
land. 


William  Lewander,  MD,  is  Director  of  the  Pediatric 
Emergency  Room  at  Rhode  Island  Hospital  and  As- 
sistant Professor  of  Pediatrics  at  Brown  University, 
Providence,  Rhode  Island. 


frequent  occurrence  of  suicide  attempts  in  ado- 
lescents is  of  concern  not  only  because  of  the 
possibility  of  completed  suicide,  but  also  because 
of  significant  physical  and  psychological  comor- 
bidities. 

Given  the  magnitude  of  the  problem  of  at- 
tempted suicide  and  completed  suicide  in  ado- 
lescents, comprehensive  surveillance  data  on  at- 
tempters is  indicated.  Indeed,  the  Violence 
Epidemiology  Branch  of  the  Centers  for  Disease 
Control  has  called  for  more  detailed  statistics  re- 
garding suicide  at  both  the  state  and  local  levels.® 
Local  studies  of  adolescent  suicide  attempts  can 
help  define  the  magnitude  and  nature  of  this 
problem  in  specific  areas.  The  data  collected  may 
help  facilitate  the  development  of  prevention  ef- 


Andrea  Bond,  BS,  is  a medical  student  at  Brown  Uni- 
versity, formerly  a research  assistant  in  the  Department 
of  Child  and  Family  Psychiatry,  Rhode  Island  Hos- 
pital, Providence,  Rhode  Island. 


Gregory  Fritz,  MD,  is  Director  of  Child  and  Family 
Psychiatry  at  Rhode  Island  Hospital  and  Associate  Pro- 
fessor of  Psychiatry  at  Broim  University,  Providence, 
Rhode  Island. 


Peter  Simon,  MD,  MPH,  is  Assistant  Director  of  Fam- 
ily Health  in  the  Rhode  Island  Department  of  Health 
and  Clinical  Assistant  Professor  of  Pediatrics  at  Brown 
University,  Providence,  Rhode  Island. 
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forts  utilizing  both  population-l)ascd  and  clinical 
approaches.-'  Such  studies  may  also  heljj  docu- 
ment changes  in  suicide  patterns  and  incidence 
rates  across  time.  I’lie  findings  of  a surveillance 
system  established  at  the  Rhode  Island  Hosjiital 
Pediatric  Emergency  Department,  through  the 
sponsorship  of  the  Lieutenant  (iovernor’s  Ciom- 
mission  on  Youth  Suicide  and  the  Rhocfe  Island 
Department  of  Health,  are  j)resented  below. 

Subjects 

The  studied  jjopulation  consisted  of  195  adoles- 
cent suicide  attemjjters  seen  in  Rhode  Island 
Hospital’s  Pediatric  Emergency  Department.  A 
retrospective  chart  review  of  all  1986  pediatric 
admissions,  approximately  19,000  patients,  iden- 
tified 1 10  suicide  attempters.  In  addition,  a pro- 
spective daily  chart  review  of  suicide  attempters 
seen  in  the  emergency  room  in  1988  revealed  an 
additional  85  cases.  Ehe  record  of  any  patient 
with  a discharge  diagnosis  of  suicide  attempt  was 
included.  Patients  with  discharge  diagnoses  in 
ICD  9-CM  External  Cause  ofinjmy  Codes  that  might 
have  represented  a suicide  attempt,  eg,  arm  and 
wrist  lacerations,  asphyxia,  unintentional  hang- 
ing, and  drug  and  alcohol  overdoses,  were  re- 
viewed and  included  in  the  sample  if  the  injury 
arose  secondary  to  a suicide  attempt  but  suicide 
attempt  had  not  been  the  discharge  diagnosis. 
There  was  no  attempt  to  distinguish  between  su- 
icidal “gestures”  and  suicidal  “attempts”*";  any 
intentional  self-injury,  lethal  or  not,  was  consid- 
ered a suicide  attempt  if  the  adolescent  admitted 
the  purpose  of  the  self-injury  was  for  self-harm. 

Procedure 

Emergency  Room  Record  Review 
A trained  research  assistant  reviewed  the  emer- 
gency room  records  of  all  adolescents  to  extract 
sociodemographic  information.  Social  class  was 
determined  by  using  the  Rhode  Island  Census 
Tract  Data";  subjects  were  placed  into  one  of 
four  socioeconomic  strata:  High,  medium,  low 
and  poverty,  based  on  their  street  address.  The 
extraction  of  other  information  varied  according 
to  the  extent  of  the  emergency  room  record. 
Thus,  we  were  unable  to  obtain  complete  infor- 
mation on  certain  questions  such  as  the  number 
of  previous  attempts  and  prior  mental  health 
contacts.  This  accounts  for  the  variation  in  the 
number  of  subjects  shown  in  Tables  1 and  2. 

Rating  of  Attempt  Lethality 

A subset  of  the  entire  sample,  consisting  of  82 
female  and  27  male  suicide  attempters  who  were 
admitted  as  inpatients,  were  also  rated  by  the 


Table  1.  Sociodemographic  Characteristics  of 
Adolescent  Suicide  Attempters  Seen  in  the  Rhode 
Island  Hospital  Pediatric  Emergency  Department 


Attempters  (%) 

Sex 

Male 

17.4 

Female 

82.6 

(N  = 195) 

Age  (years) 

10-12 

2.6 

13 

5.6 

14 

22.6 

15 

26.7 

16 

21.0 

17 

17.9 

18 

3.6 

(N  = 195) 

Race 

White 

78.2 

Nonwhite 

21.8 

(N  = 193) 

Social  Class 

High 

25.4 

Medium 

33.7 

Low 

23.8 

Poverty 

17.1 

(N  = 181) 

Risk-Rescue  Rating  Scale. This  scale,  completed 
by  trained  raters,  assesses  medical  lethality  of  the 
suicide  attempt.  The  Risk  Scale,  consisting  of  two 
separate  subsections  is  composed  of  five  items 
reflecting  the  danger  of  the  attempt.  The  items 
include  a rating  of  the  agent  used,  level  of  im- 
paired consciousness,  toxicity  of  the  attempt, 
medical  reversibility,  and  treatment  required.  The 
Rescue  Scale  also  examines  those  factors  of  the 
attempt  which  impede  rescue.  The  five  items  that 
relate  to  rescue  potential  include:  location  of  the 
attempt,  the  person  who  initiates  the  rescue,  the 
probability  of  discovery,  accessibility  to  rescue, 
and  delay  until  discovery. 

Results 

The  first  set  of  analyses  involve  a series  of  Chi- 
square  tests  to  determine  if  there  are  differences 
between  the  1986  and  1988  samples.  Using  a 
conservative  p level  (.01)  to  control  for  Type  I 
error  clue  to  multiple  comparisons,  only  the  de- 
gree of  isolation  at  the  time  of  the  attempt  dif- 
fered by  year,  (x^  =11.5,  p<.003).  Subjects  in 
1986  reported  that  no  one  was  nearby  at  the  time 
of  the  attempt  (17.2  per  cent)  more  often  than 
subjects  in  1988  (4.2  per  cent).  Since  this  item 
was  rated  by  retrospective  chart  review  in  1986 
and  prospectively  in  1988,  the  different  findings 
may  be  a function  of  the  method  of  data  extrac- 
tion rather  than  a general  change  in  suicidal  be- 
havior. Since  there  were  no  other  differences  by 
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Table  2.  Incident  Characteristics  of  Adolescent 
Suicide  Attempts 


Attempters  (%) 

Period  of  Incident 

January-April 

46.4 

May-August 

25.3 

September-December 

28.4 

(N  = 194) 

Time  of  Incident 

12-5:59  a.m. 

16.5 

6-1 1 :59  a.m. 

11.4 

12-5:59  p.m. 

27.8 

6-1 1 :59  p.m. 

44.3 

(N  = 194) 

Day  of  Incident 

Sunday 

14.3 

Monday 

14.3 

Tuesday 

17.4 

Wednesday 

15.4 

Thursday 

9.7 

Friday 

12.9 

Saturday 

16.0 

(N  = 194) 

year,  the  data  were  combined  into  one  sample. 

Table  1 reflects  the  sociodemographic  char- 
acteristics of  our  sample;  specifically,  sex,  age, 
race,  and  social  class  distribution.  Table  2 de- 
scribes incident  characteristics  of  the  suicide  at- 
tempts. Data  on  the  method,  Risk-Rescue  rating 
of  the  method’s  lethality,  precipitating  event, 
consumption  of  alcohol,  isolation  at  the  time  of 
the  attempt,  and  presence  or  absence  of  a suicide 
note,  are  presented  in  Table  3.  Prior  suicide  at- 
tempts and  mental  health  contacts,  as  well  as  dis- 
position status  following  the  Emergency  Room 
visit  are  also  reported  in  Table  3. 

Discussion 

Characteristics  of  Sample 

Descriptive  data  were  collected  on  adolescent  su- 
icide attempters  seen  in  the  Rhode  Island  Hos- 
pital Emergency  Room  during  1986  and  1988. 
Consistent  with  other  observations  suicide 

attempters  were  predominantly  female.  The 
mean  age  of  about  15  years  was  similar  to  that 
of  other  emergency  room  studies.'^’  There  was 
also  a relatively  even  distribution  of  attempters 
by  social  class.  The  variation  in  attempt  rate  across 
seasons  seen  in  this  population  has  also  been 
noted  in  other  studies  of  suicide  attempters  seen 
in  emergency  rooms.  An  increase  during  winter 
months  and  a slight  decrease  during  spring  and 
summer  has  been  noted.®  The  suicide  attempts 
in  the  currently  studied  group  usually  occurred 
in  the  evening,  similar  to  the  pattern  docu- 
mented in  other  studies.'^ 

In  our  sample,  the  characteristics  of  the  suicide 


attempt  are  similar  to  those  reported  in  the  ma- 
jority of  other  studies  of  adolescent  suicide  at- 
tempters. The  primary  means  for  attempting  su- 
icide is  by  drug  overdose.®’  *'*■ Our  rate  of  86.2 
per  cent  is  comparable  to  that  of  a large  emer- 
gency room  study  conducted  by  Garflnkel  and 
colleagues  in  Canada,  who  found  88  per  cent  of 
suicide  attempts  were  by  drug  overdose.'^  Rat- 
ings of  the  lethality  of  the  attempt  on  the  Risk- 
Rescue  (RR)  Scale,  revealed  a majority  of  low 
lethal  attempts  which  are  not  peculiar  to  this  sam- 
ple of  suicidal  adolescent.'*’  One  study reported 
that  78  per  cent  of  their  RR  ratings  were  of  low 
lethality,  21  per  cent  were  of  moderate  lethality, 
and  1 per  cent  were  of  high  lethality.  Alcohol  or 
drug  use  at  the  time  of  the  admission  was  rather 
low  (9.2  per  cent),  and  this  was  also  found  in  the 
study  by  Garflnkel  (11.3  per  cent).  In  addition, 
the  fact  that  others  were  nearby,  or  even  in  direct 
contact  at  the  time  of  suicide  attempt,  is  again 
very  similar  to  other  studies  with  adolescents.'^ 

Previous  mental  health  contacts  were  surpris- 
ingly frequent  (55.9  per  cent),  and  once  again 
this  seems  to  be  characteristic  of  other  stud- 
ies.'^ '7  xpis  reflect  adequate  access  to  men- 
tal health  services  but  that  such  services  evidently 
had  not  been  very  effective  in  preventing  further 
suicide  attempts.  Thus,  we  need  more  informa- 
tion on  the  interaction  of  these  adolescents  with 
mental  health  services  in  the  community.  How 
does  intervention  affect  the  natural  history  of  a 
suicidal  adolescent?  What  is  the  nature  of  services 
received  and  what  are  determinants  of  compli- 
ance? The  large  number  of  the  current  sample 
who  had  prior  contact  with  mental  health  facil- 
ities may  indicate  the  considerable  extent  of  a 
preexisting  mental  disorder  in  this  population. 
A fairly  large  percentage  had  previously  at- 
tempted suicide  (38.4  per  cent),  similar  to  the  37 
per  cent  found  in  the  Canadian  study. 

The  typical  pre-adult  suicide  attempter  in 
Rhode  Island  is  a 15-year-old  white  female  who 
attempts  suicide  using  pills  at  home,  in  the  eve- 
ning, with  family  members  nearby.  Most  of  these 
attempts  are  not  of  a highly  lethal  nature. 

Suicide  Attempters  versus  Suicide  Completers 
One  useful  purpose  of  collecting  suicide  sur- 
veillance data  is  to  compare  the  characteristics  of 
suicide  attempters  to  suicide  completers.  In  the 
years  1975  to  1986,  there  were  96  Rhode  Island 
adolescents  who  committed  suicide.  The  char- 
acteristics of  70  of  these  suicides  have  been  dis- 
cussed in  this  Journal}^  About  84  per  cent  of  the 
suicide  completions  were  by  males  while,  in  this 
study,  82.6  per  cent  of  suicide  attempts  were  by 
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females,  a j^atteni  consistent  with  other  national 
stvidies.'-^  All  suicides  in  this  study  were  white; 
a small  percentage  of  attempters  seen  in  the 
Rhode  Island  Hospital  Kmergeticy  Room  were 
non-white.  The  methods  associatecl  with  fatal  su- 
icide in  Rhode  Island  are  identical  to  those  re- 
ported nationally*^  and  in  Canada,"'  hnt  are  (phte 
different  from  the  methods  used  in  attempted 


Table  3.  Psychiatric  history,  characteristics  of  the 
attempt,  and  disposition  pattern 

Attempters  (%) 

Method  of  Attempt 

Drug  overdose 

86.2 

Firearms 

0.0 

Hanging 

2.0 

Other 

11.8 

(N  = 195) 

Risk  Scores  from  Risk-Rescue 

High  risk 

1 

High  moderate 

7 

Moderate 

35 

Low  moderate 

44 

Low  risk 

13 

(N  = 109) 

Rescue  Scores  from  Risk-Rescue 

Least  rescuable 

0 

Low  moderate 

1 

Moderate 

26 

High  moderate 

37 

Most  rescuable 

36 

(N  = 109) 

Precipitating  Event  to  Suicide  Attempt 

Parents/Family 

40.4 

Boyfriend/Girlfriend 

25.7 

School 

8.2 

Friend 

4.4 

Other 

21.3 

(N  = 183) 

Consumption  of  Alcohol  at 
Time  of  Attempt 

Yes 

9.2 

No 

90.8 

(N  = 1 74) 

Isolation  at  Time  of  Attempt: 

Someone  present 

36.5 

Someone  nearby 

52.2 

No  one  nearby 

11.3 

(N  = 159) 

Prior  Mental  Health  Contacts: 

Yes 

55.9 

No 

44.1 

(N  = 161) 

Number  of  Previous  Suicide  Attempts: 

None 

61.6 

1 or  more 

38.4 

(N  = 172) 

Disposition  from  Emergency  Room: 

Home 

52.3 

Admit  to  Medical  Service 

28.2 

Admit  to  ICU 

6.7 

Transfer  to  Psychiatric  Hospital 

12.8 

(N  = 195) 

suicide.  Aj)pi  ()ximately  30  per  cent  of  com[)leted 
adolescent  suicides  in  Rhode  Island  are  due  t(^ 
firearms,  and  another  28  per  cent  are  the  result 
of  hanging.'”  These  two  methods  account  for  only 
2 per  cent  of  the  methods  used  in  attemjjted 
suicides.  Conversely,  whereas  8(i.2  per  cent  of 
the  suicide  attempts  are  by  drug  overdose,  only 
13  |)er  cent  of  the  completed  suicides  are  .sec- 
ondary to  overdose.  The  male  completers  were 
more  likely  to  irse  guns  and  hanging  than  the 
female  completers.  It  is  not  known  whether  the 
differences  in  lethality  between  attempters  and 
completers  are  attributable  to  host  factors  or  lack 
of  access  to  more  lethal  methods.  Ciase-control 
studies  and  surveys  of  the  household  environ- 
ment of  adolescents  for  the  availability  of  suicide 
methods  are  necessary  to  devise  prevention  stra- 
tegems.  For  exam[de,  such  a study  may  help  to 
answer  the  question  of  whether  completed  sui- 
cides are  preventable  by  restricting  home  access 
to  knives,  guns,  alcohol,  or  pills. 

At  the  time  of  death,  alcohol  is  detected  in 
approximately  36  per  cent  of  the  suicide  com- 
pleters,'” whereas  among  the  suicide  attempters, 
alcohol  presence  is  more  limited  (9.2  per  cent). 

About  2 1 per  cent  of  the  suicide  completers  had 
made  a prior  suicide  attempt;  among  suicide  at- 
tempters this  rate  is  somewhat  higher  (38.4  per 
cent).  In  examining  events  precipitating  suicidal 
behavior,  parent/family  problems  were  one  of 
the  principal  causes  of  both  completed  and  at- 
tempted suicide.  Ten  (14  per  cent)  of  the  ado- 
lescents who  completed  suicide  had  a school 
problem  as  the  apparently  primary  precipitant, 
slightly  higher  than  that  obtained  in  our  current 
sample  (8  per  cent).  ' 

The  essential  agreement  between  other  studies 
and  our  own  has  implications  for  social  agencies, 
physicians,  and  schools.  For  example,  since  most 
suicide  attempts  occur  secondary  to  rather  com- 
mon stressors,  ie,  a boyfriend/girlfriend  problem 
or  parent/family  conflict,  it  might  be  worthwhile 
for  pediatricians  and  social  agencies  to  educate 
parents,  teachers,  and  adolescents  about  the  role 
of  these  stressful  events  in  triggering  an  impul- 
sive suicide  attempt  in  an  at-risk  youngster.  Ef-  i 

forts  at  primary  prevention  are  currently  un- 
derway in  Rhode  Island  in  the  form  of  suicide 
awareness  programs  in  the  high  schools.  Prelim- 
inary findings  suggest  that  such  programs  may  ; 

lead  to  a knowledge  and  attitude  change.'® 
Whether  it  leads  to  a reduction  in  the  attempt  : 

rate  remains  to  be  seen.  j 

Continued  surveillance  of  suicide  attempts  in 
the  emergency  rooms  in  the  state  will  be  needed 
to  determine  if  these  various  prevention  efforts  i 

I 
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are  effective  in  reducing  the  rate  of  suicide  at- 
tempts and  completions  among  adolescents  in 
Rhode  Island. 
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Influences  on  Medical  Students’ 
Health  Beliefs 

David  B.  Reuben,  MD 


Physicians’  personal  health  beliefs  may 
have  a substantial  influence  in  their  at- 
titudes and  practice  of  preventive  health 
care. 


Introduction 

In  their  role  as  health  care  providers,  physicians 
are  in  a unique  position  to  guide  their  patients’ 
health  habits  and  behaviors  in  an  effort  to  pre- 
vent illness.  Renewed  interest  in  preventive  med- 
icine and  the  increased  popularity  of  Health 
Maintenance  Organizations  have  been  signals  that 
many  illnesses  are  preventable  and  that  health 
care  costs  may  decline  as  a result.'  These  concepts 
have  been  further  reinforced  by  clinical  trials 
providing  strong  evidence  that  rates  of  heart  dis- 
ease, osteoporosis  and  hip  fractures,  lung  cancer 
and  numerous  infectious  diseases  can  be  reduced 
by  appropriate  preventive  measures. 

Before  physicians  can  be  expected  to  fully  em- 
brace this  movement,  they  must  have  a sound 
knowledge  of  what  preventive  health  measures 
are  achievable  and  a belief  that  patients  can  mod- 
ify their  lifestyles  towards  these  goals.  The  ques- 
tion arises  as  to  when  and  how  physicians  develop 
their  health  beliefs.  Perhaps  students  who  believe 
that  people  can  influence  their  health  are  more 
likely  to  enter  medicine  as  a career.  Alternatively, 
the  educational  process  of  medical  school  may 
inculcate  the  notion  that  diseases  are  prevent- 
able. The  influences  of  other  factors  such  as  per- 
sonal and  family  illnesses,  relatives  who  are  health 
professionals  and  religion  must  also  be  consid- 
ered. Finally,  the  clinical  component  of  medical 
school  may  be  important.  For  example,  medical 
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students  who  are  exposed  to  patients  with  lung 
cancer  as  a result  of  smoking  may  believe  that 
many  illnesses  can  be  avoided  by  good  health 
habits.  On  the  other  hand,  the  effect  of  caring 
for  children  afflicted  with  leukemia  might  pro- 
duce the  opposite  heath  belief,  ie  that  fate  is  re- 
sponsible for  many  illnesses  and  good  health  is 
less  likely  to  be  a function  of  self-control. 

To  begin  answering  these  questions,  surveys 
assessing  influences  on  medical  students’  health 
beliefs  were  conducted  before  and  after  their  in- 
itial clinical  training  using  a well  recognized  scale 
of  health  beliefs. 

Methods 

All  Brown  University  Program  in  Medicine  stu- 
dents enrolled  in  the  Class  of  1987  were  admin- 
istered a one  page  questionnaire  in  the  spring  of 
1985  which  contained  open-ended  questions 
about  influences  on  their  health  beliefs  and  the 
Health  Locus  of  Control  (HLC)  scale. ^ At  that 
time,  students  were  completing  their  preclinical 
work  and  none  had  had  substantial  clinical  ex- 
posure during  medical  school.  The  same  survey 
was  administered  again  to  these  students  at  the 
time  of  their  Community  Health  Clerkship,  a 
mandatory  clerkship  that  requires  successful 
completion  of  the  core  internal  medicine  clerk- 
ship as  a prerequisite.  As  a result,  most  students 
complete  their  Community  Health  Clerkship  late 
in  their  junior  year  or  during  their  senior  year. 
Although  students  were  requested  to  write  their 
names  on  the  survey,  confidentiality  was  assured 
and  participation  in  the  study  was  voluntary. 

Open  ended  responses  regarding  influences 
on  the  students’  health  beliefs  were  coded  into 
one  of  ten  categories:  medical  education/teach- 
ings, personal  illness,  family  member’s  illness, 
friend’s  illness,  parent’s  or  sibling’s  occupation. 
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religious  l)elie(s,  sjiorts/atliletics,  palients/dinical 
exjicrience,  previous  emj)loyineut,  or  “other” 
undassiliahle  factors.  Uj^  to  three  responses  were 
coded  lor  each  student. 

The  HIX]  is  a well  validated  1 1 item  scale  that 
was  develojjed  as  an  unidimensional  measure  of 
people’s  belie!  that  their  health  is  or  is  not  de- 
termined by  their  behaviors.^  The  scale  is  scored 
such  that  jjersons  who  .score  high  on  the  instru- 
ment are  “health  externals”  who  believe  that  fac- 
tors that  determine  their  health  are  such  things 
as  luck,  fate,  chance  or  pc^werful  others,  ie,  fac- 
tors over  which  they  have  little  control.  In  c(m- 
trast,  those  who  score  low  on  the  scale  are  “health 
internals”  who  believe  that  they  stay  healthy  or 
become  sick  as  a result  of  their  personal  behavior. 
Alpha  reliabilities  of  internal  consistency  have 
ranged  from  0.40  to  0.72.'^  Scores  range  from  1 1 
(most  internal)  to  66  (most  external)  with  38.5 
considered  as  the  theoretical  midpoint  (neither 
internal  or  external).  The  overall  scale  can  also 
be  broken  into  two  subscales  (internal  and  ex- 
ternal) which  are  independent  of  each  other.  The 
external  subscale  has  been  reported  to  have  ap- 
proximately the  same  alpha  reliability  as  the 
overall  scale  and  the  internal  subscale  is  even 
higher.^  Since  its  development  in  1974,  the  scale 
had  been  used  in  at  least  35  studies  in  a diverse 
variety  of  clinical  and  experimental  settings.^  In 
several  studies,  the  HLC  has  been  used  as  a de- 
pendent variable  measured  repeatedly  to  reflect 
changes  in  health  beliefs  following  an  interven- 
tion. 

Analyses  of  data  were  performed  using 
MacStat’s  software  package.  One  way  analysis  of 
variance  was  used  to  compare  pooled  preclinical 
to  postclinical  responses  for  overall  HLC  scores, 
and  internal  and  external  subscale  scores.  For 
paired  responses,  paired  t tests  were  performed 
to  compare  preclinical  to  postclinical  responses 
for  the  same  dependent  variables.  For  paired  re- 
sponses, correlation  coefficients  were  calculated 
to  determine  the  relationship  of  length  of  clinical 
training  (in  months)  to  total  and  subscale  scores 
as  well  as  the  change  in  these  scores  before  and 
after  clinical  training. 

Results 

Of  8 1 students  originally  matriculated  in  the  Class 
of  1987,  nine  students  have  yet  to  enter  their 
senior  year  of  training.  Four  students  took  leaves 
of  absence,  two  were  dismissed,  and  one  student 
each  left  for  the  following  reasons:  dropped  out 
of  medical  school,  transferred  to  another  medical 
school,  and  elected  not  to  transfer  to  Brown  after 


Table  1.  Major  Influences  on  Medical  Students’ 
Health  Beliefs 


Before  Clinical 

After  Clinical 

Training 

Training 

% listing 

% listing 

influence 

influence 

Influence 

Medical  education/ 

28 

26 

Teachings 

Palients/Clinical 

8 

28 

experiences 

Religious  beliefs 

10 

10 

Family  member’s 

4 

13 

illness 

Parent’s  or  sibling’s 

7 

10 

occupation 

Sports/athletics 

3 

10 

Personal  illness 

4 

7 

Friend’s  illness 

1 

4 

Previous  employment 

3 

3 

Other  influences 

48 

29 

Totals  are  greater  than  1 00  per  cent  because  students  listed  more 
than  one  influence. 

having  been  accepted.  Thus,  72.. students  com- 
pleted their  preclinical  training  in  the  spring  of 
1985  and  graduated  in  the  spring  of  1987.  Of 
these  72  students,  63  (88  per  cent)  completed 
questionnaires  both  before  and  after  some  clin- 
ical training  (average  18  months,  range  6 to  24 
months).  An  additional  four  unnamed  preclini- 
cal responses  were  returned  and  nine  named  post 
clinical  responses  were  returned  providing  an 
overall  response  rate  of  97  per  cent.  Of  the  135 
named  responses,  85  (63  per  cent)  were  from 
male  students  and  50  (37  per  cent)  were  from 
female  students. 

The  most  commonly  cited  major  influence  on 
the  medical  students’  health  beliefs  before  clin- 
ical training  was  medical  education/teachings 
(mentioned  by  27  per  cent).  The  most  commonly 
mentioned  postclinical  influence  was  patients/ 
clinical  experience  (mentioned  by  28  per  cent), 
although  medical  education/teaching  was  still  an 
important  influence  (mentioned  by  27  per  cent). 
Overall,  50  per  cent  of  the  postclinical  responses 
listed  either  medical  education/teachings  or  pa- 
tients/clinical experience  as  an  important  factor. 
Other  major  influences  on  students’  health  be- 
liefs are  listed  in  Table  1.  Although  a large  per- 
centage of  students’  responses  were  categorized 
as  “other”  influences,  many  of  these  were  vague 
(eg,  “personal  beliefs,”  “my  family”)  and  could 
not  be  classified  with  any  certainty. 

The  average  total,  internal  and  external  scores 
for  both  pooled  and  paired  samples  are  pre- 
sented in  Table  2.  No  differences  in  any  scale 
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Table  2.  HLC  Scores  Before  and  after  Clinical 
Training 


Pooled  Paired 

Responses  Responses 


Before 

After 

Before 

After 

Total  Score 

32.8 

33.0 

32.8 

33.4 

Internal  Score 

19.1 

18.7 

19.1 

18.5 

External  Score 

16.9 

16.6 

16.9 

16.9 

None  of  the  differences  are  statistically  significant. 

could  be  demonstrated  before  and  after  clinical 
training.  Gender  of  medical  students  did  not 
make  any  difference  in  the  total  or  internal  scores 
but  males  scored  higher  (more  external)  on  the 
external  subscale;  average  male  scores  were  17.4 
compared  with  15.6  for  females  (p  <.05).  This 
difference  appears  to  have  been  established  by 
the  time  of  the  first  survey  because  before  and 
after  external  scores  did  not  differ  when  con- 
trolling for  gender.  No  relationship  could  be  es- 
tablished between  the  amount  of  clinical  expe- 
rience (ie,  months  between  before  and  after 
surveys)  and  absolute  total  or  subscale  scores  or 
change  in  total  or  subscale  scores. 

Discussion 

In  this  study,  the  most  frecpiently  mentioned  in- 
fluences on  medical  students’  health  beliefs  were 
related  to  medical  school.  Futhermore,  after  an 
average  of  1 V2  years  of  clinical  work,  students 
mentioned  clinical  experience  as  an  infiuence 
more  often  than  any  other  factors.  By  this  time, 
50  per  cent  of  students  cited  some  aspect  of  their 
medical  education,  either  preclinical  or  clinical, 
as  a major  influence  in  their  health  beliefs.  The 
remaining  influences  that  could  be  classified  fell 
into  four  categories  1)  personal,  family  member 
or  friend’s  illnesses,  2)  religious  beliefs,  3)  sports 
or  athletics  and  4)  either  personal  work  experi- 
ence or  a relative’s  occupation.  Unfortunately, 
the  relative  importance  of  these  items  in  forming 
a student’s  overall  health  beliefs  cannot  be  gath- 
ered from  this  study.  For  example,  a student  who 
had  been  treated  for  a lymphoma  may  have  been 
profoundly  influenced  by  his  disease.  On  the 
other  hand,  another  student  may  have  been  in- 
fluenced most  by  preclinical  teachings  but  this 
influence  may  have  carried  far  less  weight. 

In  addition  to  assessing  influences  on  health 
beliefs,  a measure  of  Health  Locus  of  Control 
may  be  very  important  in  predicting  attitudes 
and  practices  of  preventive  medicine.  Physicians 
have  been  the  vanguards  of  advocacy  for  per- 
sonal preventive  health  in  the  United  States.  In 


the  five  year  period  1978  to  1983  the  smoking 
rate  among  Rhode  Island  physicians  fell  by  one- 
third.  Only  8.3  per  cent  of  physicians  now  smoke 
compared  to  31  per  cent  of  the  general  Rhode 
Island  population.®  In  Massachusetts,  physicians 
are  less  likely  to  smoke,  drink  less  and  use  seat 
belts  more  often  than  lawyers.®  As  a result  of 
lifestyle  modifications,  the  rate  of  death  from 
coronary  heart  disease  among  white  male  Cali- 
fornia physicians  fell  from  being  15  per  cent  higher 
than  age-matched  controls  in  the  1950  to  1954 
time  period  to  being  31  per  cent  loiver  than  con- 
trols in  the  1975  to  1979  time  period.  The  decline 
in  rates  for  physicians  exceeded  that  for  controls 
by  40  per  cent.  "•  ® These  healthy  behaviors  of 
physicians  may  yield  direct  benefit  for  their  pa- 
tients. Physicians  with  good  personal  health  hab- 
its are  significantly  more  likely  to  counsel  their 
patients  regarding  all  of  their  health  habits.® 

Given  these  healthy  lifestyles  of  physicians,  it 
would  be  logical  to  conclude  that  medical  stu- 
dents would  be  likely  to  score  as  “health  inter- 
nals’’ on  a measure  of  Health  Locus  of  Control. 
Indeed,  the  average  scores  of  these  medical  stu- 
dents (approximately  33)  was  substantially  lower 
(ie,  more  internal)  than  the  theoretical  midpoint 
(38.5)  indicating  internality.  As  such,  medical 
students’  scores,  both  before  and  after  their  in- 
itial clinical  training,  were  comparable  to  under- 
graduate college  students  that  have  been  studied 
using  the  Health  Locus  of  Control  scale.  Medical 
students’  scores  were  substantially  lower  than 
those  of  other  populations  including  unmarried 
pregnant  women,  cancer  patients,  men  with  cor- 
onary artery  disease  and  dialysis  patients.  On  the 
other  hand,  medical  students’  scores  were  higher 
than  persons  who  adhered  to  exercise  pro- 
grams.^ 

Locus  of  control  has  been  measured  in  medical 
students  and  internal  medicine  residents.'®- 
The  focus  of  these  studies  has  been  the  relation- 
ship of  personality  traits  to  stresses  associated 
with  preclinical  and  clinical  training.  In  contrast, 
the  present  study  specifically  examines  medical 
students  Health  Locus  of  Control  to  probe  beliefs 
that  might  infiuence  their  practice  of  preventive 
medicine  for  both  their  patients  and  themselves. 

Several  additional  observations  are  notable. 
Medical  students’  scores  on  the  total  scale  or  either 
subscale  did  not  change  before  and  after  their 
initial  clinical  training.  Similarly,  the  length  of 
training  did  not  infiuence  the  absolute  score  on 
these  scales  or  the  difference  between  the  two 
surveys  on  paired  analysis.  These  findings  sug- 
gest that  medical  students’  Health  Locus  of  Con- 
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trol  have  already  been  established  by  the  time 
they  enter  tbeii'  clinical  years.  I bis  conclusion  is 
consistent  with  data  of  Dornbusb  and  colleagues 
who  found  that  fust  year  and  third  year  medical 
students  did  not  differ  on  attitude  .scales  regard- 
ing preventive  medicine.''^  .Scott,  et  al  similarly 
noted  that  impoitance  ratings  for  j^reventive  care 
did  not  change  over  a SO  month  period  during 
medical  .school.  Over  that  period,  however,  these 
investigators  noted  that  students  had  increased 
confidence  in  the  ability  of  physicians  to  provide 
preventive  care.’'*  rhus,  in  spite  of  the  lack  of 
attitudinal  change,  these  studies  suggest  that  stu- 
dents’ practice  of  preventive  medicine  may  be 
influenced  by  medical  education. 

Although  our  findings  begin  to  explore  influ- 
ences on  students’  personal  health  beliefs  and 
potential  future  preventive  health  care  practices, 
the  results  should  be  interpreted  with  caution. 
Despite  a near  100  per  cent  response  rate,  the 
survey  was  completed  at  only  one  institution. 
Thus,  the  effects  of  geographic  and  curriculum 
differences  between  medical  schools  cannot  be 
weighed.  Moreover,  health  beliefs  were  evalu- 
ated at  only  two  points  in  time.  A more  extended 
longitudinal  study  tracking  students  from 
premedical  through  postgraduate  training  would 
provide  considerably  more  information  regard- 
ing when  students’  health  beliefs  are  formed. 
Further  research  should  also  attempt  to  identify 
which  preclinical  and  clinical  components  of  the 
curriculum  are  most  influential  in  formulating 
students’  health  beliefs.  These  courses  and  ro- 
tations can  then  be  targeted  as  opportunities  to 
discuss  personal  health  beliefs  and  teach  preven- 
tive medicine. 

In  summary,  the  results  of  this  study  empha- 
size the  importance  of  the  medical  school  in  in- 
fluencing future  physicians’  health  beliefs.  Ac- 
cordingly, good  health  behaviors  for  students  and 
their  patients  should  be  taught  formally  and  in- 
formally in  medical  school.  As  students  enter  the 
clinical  years,  their  patient  encounters  emerge  as 
major  influences.  Faculty  should  be  aware  of  the 
importance  of  these  encounters  in  determining 
the  students’  attitudes  toward  preventive  medi- 
cine, and  possibly  incorporating  health  preven- 
tion measures  into  their  future  practices. 

Summary 

Physicians’  personal  health  beliefs  may  have  a 
substantial  influence  on  their  attitudes  and  prac- 
tice of  preventive  health  care.  To  assess  influ- 
ences on  these  health  beliefs  and  gain  further 
insight  into  these  beliefs,  a survey  containing  open 


ended  questions  and  the  Health  Locus  of  Control 
(HLC)  scale  was  administered  to  an  entire  class 
of  medical  students  at  the  end  of  their  preclinical 
training  and  again  after  an  average  of  18  months 
of  clinical  training. 

Fhe  most  f requent  major  influence  mentioned 
by  preclinical  students  was  medical  education/ 
teaching  (by  27  per  cent)  but  after  clinical  train- 
ing, patients/clinical  experiences  was  cited  more 
often.  Although  medical  students’  responses  on 
the  HLC  were  more  internal  than  the  theoretical 
midpoint,  they  were  less  internal  than  persons 
adhering  to  exercise  programs.  Moreover,  HL(i 
scores  did  not  change  after  initial  clinical  train- 
ing. Fhese  findings  suggest  that  HLC  may  be 
established  before  the  clinical  years.  Neverthe- 
less, medical  school  has  the  potential  for  sub- 
stantially influencing  health  beliefs. 
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HARD  CHOICES:  Medical  Ethics,  Law 
and  Health  Policy 


Edited  by  Edward  N.  Beiser,  PhD,  JD 

The  Discontinuation  of  Life-Sustaining  Treatment 


About  five  years  ago,  I was  the  guest  of  the  De- 
partment of  Medicine  at  one  of  the  University 
of  California  teaching  hospitals.  During  morning 
rounds,  we  came  to  the  bed  of  a patient  who  had 
previously  requested  that  he  not  be  intubated 
should  he  develop  cardiac  arrest.  As  the  team  of 
physicians  discussed  the  case,  I asked,  “Do  you 
write  ‘DNR’  orders  in  the  chart?”  The  chief  res- 
ident looked  at  me  as  though  I had  asked  some- 
thing roughly  as  stupid  as,  “Do  you  scrub  before 
surgery?”  He  then  patiently  explained  to  me  the 
hospital’s  procedures  for  determining  code  sta- 
tus which  entailed  formal  discussion  with  the  pa- 
tient and  his  family,  careful  documentation  in 
the  chart,  and  regular  review.  From  the  per- 
spective of  this  house  officer,  I had  asked  a sin- 
gularly dumb  question,  since  in  every  institution 
in  which  he  had  trained  there  had  been  a formal 
method  for  determining  and  recording  code  sta- 
tus. With  typical  lack  of  historical  perspective,  he 
failed  to  recognize  that  at  that  very  moment  ma- 
jor medical  centers  elsewhere  had  no  formal  “Do 
Not  Resuscitate”  policies  because  they  had  been 
advised  by  counsel  that  it  was  not  legal  to  with- 
hold life-sustaining  treatment  from  a patient. 

Many  who  read  this  column  will  recall  that  when 
they  were  in  residency  training  the  designation 
of  certain  patients  for  less  than  a “full  court  press” 
was  a highly  informal  matter.  Some  hospitals  em- 
ployed erasable  lists  at  the  nursing  station.  Oth- 
ers placed  a special  sticker  [a  blue  or  purple  dot] 
on  the  chart.  Word  of  mouth  among  house  staff 
identified  those  patients  who  would  receive  a 
“slow  code”  or  a “Hollywood  code.”  Only  in  re- 
cent years  have  the  hospitals  of  Rhode  Island 
formalized  their  policies  for  the  determination 
of  code  status.  Initially  what  was  required  was  a 
mere  “yes  or  no”  determination  of  whether  to 
resuscitate;  the  second  generation  of  questions 
with  which  our  hospitals  now  grapple  are  better 
captured  by  the  phrase  “stratification  of  care,” 
and  involve  the  issue  of  what  treatment  modal- 
ities, if  any,  may  be  withheld. 

Indeed,  despite  the  naive  certainty  of  this  Cal- 
ifornia chief  resident  that  things  which  are  fa- 
miliar to  him  are  universally  accepted,  there  are 


Rhode  Island  physicians  who  will  not  sign  a “Do 
Not  Resuscitate”  order  at  the  very  time  that  a 
federal  court  in  this  state  ordered  the  discontin- 
uation of  Marcia  Gray’s  feeding  tube  [see  dis- 
cussion in  RIMJ  Sept.  1989,  pp  335-337]. 

In  many  institutions,  pressure  for  a formal, 
written  code-status  policy  had  originated  from 
the  nursing  staff.  When  in  the  middle  of  the 
night  duty  nurses  were  confronted  with  an  acutely 
ill  patient  they  wanted  unambiguous  instructions 
as  to  how  aggressively  they  were  exjjected  to  react. 
Certainly  the  practice  of  ethical  medicine  is  en- 
hanced by  the  regular  formal  procedures,  in- 
cluding an  explicit  definition  of  who  is  respon- 
sible and  a written  notation  in  the  chart  of 
something  as  important  as  whether  CPR  may  be 
withheld.  If  withholding  of  treatment  grows  out 
of  an  ethical  respect  for  the  patient’s  autonomy 
[or  for  the  wishes  of  the  family  of  the  incom- 
petent patient],  it  becomes  vital  that  such  wishes 
be  ascertained  carefully  and  precisely,  and  that 
an  attending  physician  take  responsibility  for  for- 
malizing the  order.  Informal,  seat-of-the-pants, 
evaluation  of  how  aggressively  to  treat  a patient 
would  be  hard  to  defend. 

The  establishment  of  formal,  regularized  pro- 
cedures for  the  determination  of  code  status  in 
particular,  or  for  the  stratification  of  care  in  gen- 
eral, may  be  essential  for  the  practice  of  ethical 
medicine.  Such  procedures,  however,  cannot 
eliminate  the  difficult  questions  which  remain. 
Marcia  Gray’s  care  presented  two  vexing  ques- 
tions: Is  there  a difference  between  the  with- 
holding of  and  the  withdrawal  of  medical  treat- 
ment? And,  is  there  a difference  between 
withdrawal  of  life  sustaining  treatment  and  sui- 
cide? 

Is  there  a difference  between  the  withholding  of  and 
the  withdrawing  of  medical  treatment'?  A resident 
physician  at  a Brown-affiliated  hospital,  late  one 
night,  was  called  to  the  bedside  of  a patient  whom 
he  did  not  know.  The  patient  suffered  from  ad- 
vanced cancer  with  extensive  metastases,  and  the 
question  arose  as  to  whether  the  patient  should 
be  intubated.  The  chart  containecl  no  indication 
of  a code  status.  [Presumably  every  patient  is  a 
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“lull-code”  unless  otherwise  uolecl.]  Because  of 
the  seriousness  of  the  patient’s  underlying  dis- 
ease, the  cross-covering  house  officer  susj)ected 
that  a DNR  order  might  be  approj)i  iale  and  ac- 
cordingly he  attemj)ted  to  contact  the  patient’s 
private  j)hysician  hy  tele|)hone.  He  was  unable 
to  reach  the  attending  physician  hut  did  reach 
his  j)artner  who  did  not  know  the  j)atient  well 
enough  to  be  helpful.  [ The  situation  of  a cross- 
covering resident  physician  speaking  to  a cross- 
covering attending  physician  in  the  middle  of  the 
night  is  a compelling  argument  in  favor  of 
planned  discussions,  with  certain  jjatients,  re- 
garding code  status  and  other  treatment  op- 
tions.] It  was  decided,  in  this  case  to  call  the  fam- 
ily; and  late  that  night  the  resident  physician 
telephoned  the  patient’s  daughter,  explained  the 
situation  and  told  her  that  he  needed  a decision 
within  ten  minutes. 

The  daughter’s  response  to  this  request  strikes 
me  as  absolutely  proper:  She  told  the  resident 
physician  to  start  the  ventilator  and  that  she  would 
come  in  with  her  brothers  and  sisters  at  a decent 
hour  the  next  day  and  then  sit  with  the  con- 
cerned physicians  in  order  to  make  intelligent 
decisions. 

The  resident  physician  refused  to  accept  this 
solution.  His  view  was  that  the  family  could  in- 
struct him  to  withhold  treatment  — to  refrain 
from  placing  the  patient  on  the  ventilator.  But, 
he  argued,  once  you  began  — once  you  had  the 
tiger  by  the  tail,  so  to  speak  — you  could  not  let 

In  my  opinion,  the  attitude  of  this  resident 
physician  — which  certainly  represents  com- 
monly held  wisdom  in  the  hospitals  of  this  state 
— is  not  only  wrong,  but  dangerous.  It  is  likely 
to  lead  to  inappropriate  medical  judgments,  and 
it  is  likely  to  lead  to  inappropriate  ethical  judg- 
ments. 

Medical  students  commonly  believe  that  with- 
drawing or  discontinuing  treatment  is  “active,” 
whereas  refraining  from  instituting  treatment  is 
“passive.”  I suggest  that  this  is  a word-game  with- 
out moral  meaning.  Any  situation  which  can  be 
described  as  “passive”  can  be  equally  construed 
as  “active.” 

If  a physician  writes  the  words  “do  not  intu- 
bate” within  a chart,  I see  no  merit  in  calling  that 
transaction  “passive.”  If  a house  officer  notices 
that  a thrashing  patient  has  pulled  out  his  tube, 
I see  no  point  in  calling  it  “passive”  when  he  walks 
on  without  replacing  the  tube,  but  calling  it  “ac- 
tive” were  he  to  clamp  the  tube.  The  decision  not 
to  prescribe  an  antibiotic  for  the  elderly  patient’s 


pneumonia  is  just  as  “active”  as  the  decision  to 
discontinue  an  antibiotic  which  has  been  admin- 
istered. 

Some  would  say  that  it  is  sometimes  morally 
permissible  to  withhold  penicillin  from  a patient 
with  an  otherwise  treatable  pneumonia  if,  for 
exanijile,  the  patient  were  ill  with  some  inde- 
pendent, irreversible  disea.se.  [Pneumonia  had 
once  been  called  “the  old  man’s  friend.”]  Others 
would  state  that  it  is  never  permissible  to  with- 
hold a jjotentially  efficacious  theraj)y.  My  point 
here  is  that  from  either  moral  posture,  there  is 
no  difference  between  not  beginning  penicillin 
and  deciding  to  discontinue  its  use  once  begun. 
If  it  is  morally  proper  to  withhold  penicillin  for 
the  explicit  reason  of  permitting  the  patient  to 
die  of  his  pneumonia,  then  it  is  just  as  morally 
permissible  to  di.scontinue  penicillin  for  the  same 
reason.  The  physician  who  w rites  the  first  order 
— withhold  penicillin  — is  no  more  or  less  “ac- 
tive” than  the  physician  who  writes  the  order  to 
discontinue. 

The  resident  physician  who  believed  that  it  was 
possible  to  refrain  from  placing  a patient  on  the 
respirator  but  impossible  to  remove  him  may  well 
have  been  reflecting  the  political  realities  in  his 
hospital.  Certainly  physicians  feel  that  they  are 
less  likely  to  get  into  trouble  for  what  they  refrain 
from  doing  than  for  what  they  are  perceived  as 
undertaking.  But  this  simply  means  that  hospital 
administrators  and  the  general  public  need  to 
understand  that  the  distinction  between  the  with- 
holding and  the  withdrawing  of  treatment  is  il- 
lusory. 

As  a matter  of  law,  Judge  Boyle’s  opinion  in 
the  Marcia  Gray  case  is  totally  unambiguous  on 
this  point: 

“No  analytic  difference  exists  between  with- 
holding and  withdrawing  medical  treatment, 
however.  A patient’s  right  to  refuse  medical 
treatment  obviously  includes  both  the  right  to 
refrain  from  beginning  the  treatment  and  the 
right  to  order  its  cessation.” 

Thus,  legally,  it  is  no  more  improper  to  dis- 
continue treatment  in  Rhode  Island  than  it  is  to 
fail  to  initiate  that  treatment.  Of  course  the  op- 
posite is  equally  true:  If  there  is  a duty  to  provide 
care,  it  is  as  much  a violation  of  that  duty  to  fail 
to  provide  care  as  it  is  to  discontinue  care  once 
begun. 

It  is  truly  unfortunate  that  many  health  care 
professionals  continue  to  advocate  the  “tiger  by 
the  tail”  attitude:  Namely,  that  once  you  begin  a 
treatment  modality,  you  may  not  discontinue  it. 
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From  the  vantage  point  of  good  clinical  medi- 
cine, that  attitude  is  likely  to  force  physicians  to 
make  decisions  prematurely,  with  less  than  com- 
plete data.  The  courts,  with  much  sensitivity,  have 
come  to  recognize  this: 

“From  a policy  standpoint  it  might  be  unwise 
to  forbid  persons  from  discontinuing  a treat- 
ment under  circumstances  in  which  the  treat- 
ment could  permissibly  be  withheld.  Such  a 
rule  could  discourage  families  and  doctors  from 
even  attempting  certain  types  of  care  and  could 
thereby  force  them  into  hasty  and  premature 
decisions  to  allow  a patient  to  die.”  [Judge 
Boyle,  in  Gray  v.  Romeo,  as  quoted  from  the 
New  Jersey  Supreme  Court  in  In  re  Conroy.] 

The  physician  in  the  emergency  room  who  can 
at  best  only  dimly  predict  the  patient’s  likely 
course  of  progress  should  not  be  forced  to  make 
treatment  decisions  based  on  the  fear  that  in  two 
weeks  it  may  be  impossible  to  wean  the  patient 
from  the  ventilator.  The  resident  physician  con- 
fronting a thrashing  patient  in  the  middle  of  the 
night  ought  not  be  forced  to  make  decisions  with 
limited  available  information  because  of  his  fear 
that  when  the  CT  scan  or  the  laboratory  results 
become  available  it  will  then  be  too  late,  for  po- 
litical reasons,  to  discontinue  treatment. 

From  an  ethical  standpoint  there  may  indeed 
be  situations  where  a family  must  be  called  in  the 
middle  of  the  night  and  told  that  a treatment 
decision  must  be  made  within  ten  minutes.  But 
never,  I suggest,  for  fear  that  if  we  begin  to  treat, 
they  won’t  let  us  stop,  later. 

The  reaction  of  the  family  member  in  the  case 
cited  above  — begin  the  ventilator  now  and  I will 
come  to  the  hospital  at  10  am  with  my  brothers 
and  sisters,  and  we  will  then  figure  out  what  is 
best  — was  eminently  sensible.  Judge  Boyle’s  de- 
cision in  the  Marcia  Gray  case,  that  there  is  no 
distinction  between  withholding  and  withdraw- 
ing treatment,  would  have  protected  the  resident 
physician  and  the  hospital’s  ability  to  provide  both 
good  clinical  medicine  and  morally  responsible 
medicine  to  this  patient.  Forcing  a decision  by  a 
resident  physician  and  an  attending  physician, 
both  of  whom  were  cross-covering,  as  well  as  an 
overwhelmed  family  member,  for  fear  that  if  they 
placed  the  patient  on  the  ventilator  they  would 
never  be  permitted  to  disconnect  him,  serves  no- 
hody’s  best  interest. 

Food  for  thought:  What,  if  any  is  the  connec- 
tion between  discontinuation  of  life-sustaining 
care  and  euthanasia  or  even  suicide? 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indoialkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  Indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  lor  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^'3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon'®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 , November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal,.  The  Journal  of  Urology  128; 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


November,  1989  — Vol.  72 


415 


( RHODE 

STATE  OF  ' ' 'island 


HEALTH 

BY 

NUMBERS 


Rhode  Island 
Department  of  Health 
H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Chronic  Obstructive  Pulmonary  Disease  Mortality 

in  Rhode  Island 


Clironic  01)structive  Pulmonary  Disease  ((X)1*D)  is  tlie  lorn  lli 
leading  cause  of  death  in  Rhode  Island  (following  heart 
disease,  cancer,  and  cerebrovascular  disease).  (X)PI)  en- 
cotnpasses  a group  of  conditions  characteri/ed  hv  chronic 
airway  obstruction  or  slowitig  ol  f orced  ex|)iratory  flow,  atul 
includes  chronic  bronchitis,  etnphysema,  and  asthma.  The 
risk  oh  death  f rom  these  conditions  rises  getierally  with  age, 
from  a low  of 0.4  j)er  100, ()()()  for  those  unclei  35  yeais  of 
age  to  373.3  j)er  100,000  for  tlnjse  aged  85  or  older  iti  1987 
(Fig.  1).  The  relative  risk  (RR)  of  COPD  for  males  (vis-a-vis 
females)  is  significantly  higher  at  ages  65  or  above.  In  the 
age  group  75-84  years,  for  example,  RR  = 2.8  in  1987. 

Approximately  82  percent  of  COPD  mortality  can  be  at- 
tributed to  smoking.'  l)es|tite  falling  percentages  of  the 
smoking  population,  however,  COPD  mortalitv  has  been 
rising.  From  1980  to  1987,  smoking  prevalence  fell  29  per- 
cent, from  34  to  24.3  per  100,^  wliile  age-adjusted  COPD 
mortalitv  climbed  1 7 percent,  f rom  24.9  to  29.2  per  1 00,000. 
1 he  independence  of  these  two  trends  has  been  attributed 
in  part  to  the  long  latency  between  smoking  onset  and  death 
from  COPD.' 

In  Rhode  Island,  the  increase  in  COPD  mortalitv  inde- 
pendent of  age  has  been  apparent  for  bcTth  females  and 
males  (Fig.  2).  For  females,  the  age-adjusted  death  rate  rcjse 
an  average  of  eight  percent  annually  between  1980  and 
1987.  Among  males,  the  corresjjonding  increase  was  two 
percent  per  year. 

Figure  3 showed  that  age-adjusted  death  rates  foi  bron- 
chitis, asthma,  and  emphysema  fell  slightly  between  1980 
and  1987.  All  other  conditions  of  COPD  (primarily  un- 
specified chronic  airway  obstruction)  rose  36  percent  during 
this  time. 


Figure  2.  Age-Adjusted  Chronic  Obstructive  Pulmonary 
Disease  Death  Rate  by  Sex,  Rhode  Island,  1980-1987 
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Figure  1 . Chronic  Obstructive  Pulmonary  Disease  Death 
Rate  by  Age  and  Sex,  Rhode  Island,  1987 
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Figure  3.  Age-Adjusted  Death  Rate  for  Specific  Con- 
ditions of  Chronic  Obstructive  Pulmonary  Disease, 
Rhode  Island,  1980-1987 
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Provisional  Occurreiiia Pita  f rom  the  Division  of 


H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period 

12  Months 

Ending  with  July  1989 

July  1989 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1,392 

14,953 

15.1* 

Deaths 

707 

9,688 

9.8* 

Infant  deaths 

(20) 

(143) 

9.6t 

Neonatal  deaths 

(16) 

(109) 

7.3t 

Marriages 

803 

8,341 

8.4* 

Divorces 

248 

3,755 

3.8* 

Induced  Terminations 

667 

8,005 

535.3t 

Spontaneous  Fetal  Deaths 

97 

1,132 

75.7t 

Under  20  weeks’  gestation 

(90) 

(997) 

66.7t 

20  + weeks’  gestation 

(7) 

(114) 

7.6t 

•Rates  per  1,000  estimated  population. 

fRates  per  1,000  live  births. 

Underlying  Cause  of 

Reporting  Period 
April  1989 

12  Months  Ending  with  April  1989 
Number  (a)  Rates  (b)  YPLL  (c) 

Death  Category 

Diseases  of  the  Heart 

Number  (a) 

290 

3,580 

360.5 

5,100.5 

Malignant  Neoplasms 

183 

2,425 

244.2 

7,749.5 

Cerebrovascular  Diseases 

45 

615 

61.9 

994.0 

Injuries  (Accident,  Suicide,  Homicide) 

39 

434 

43.7 

9,659.0 

COPD 

26 

316 

31.8 

444.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 

NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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practice,  with  the  Image  power  exam 
table.  Call  today. 

72-Hour  Quick  Ship! 

Three-Year  Warranty! 


FOR  DETAiLS  CALL:  Our  Representative  at  1-201 -852-5067, 
or  caii  Hamiiton  Medicai  Sales  Division 
at  1-800-888-5567 

AM-1091  Sep89  USA 


JHAMtLTON® 

U LM\  NDUSTRIES 


MEDICAL  CLEARING  BUREAU 
1563  Fall  River  Avenue,  Seekonk,  Massachusetts  02110 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

1-800-521-7974 

Mailing  Address:  P.O.  Box  402,  Seekonk,  Massachusetts  02771-0402 
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YOUR  NEW  NEIGHBOR? 

• Majestic  view  of  Narragansett  Bay 

• 200  feet  of  waterfront  at  the  tip  of  Warwick  Neck 

• Yachts,  power  boats  & ocean  going  vessels  at  your 
doorstep 

• Privately  secluded  on  1.8  acres 

• Space  for  swimming,  tennis  and  croquet 

• Custom  built  5 room  ranch  is  anxious  for  expansion 


OFFERED  AT  $550,000 


Open  to  professionals  and  friends  each  Wednesday 
and  Saturday  from  Noon  ’til  4 P.M.  through  December 
30.  Follow  signs  at  the  end  of  Warwick  Neck  Avenue. 

Amembwdfthe  ITj 
Sears  Rnanoal  Netwwk  IIJ 


couHueu. 

BANKlBR  □ 


2181  Post  Road 
Warwick,  Rl  02886 


The  Home  Sellers* 


401-738-6000 


MEDICAL  OFFICE  SUITE 
FOR  SALE  OR  LEASE 


Wellesley  Medical  Building 
1515  Smith  Street 
North  Providence,  Rl  02911 

Near  St.  Joseph’s  Fatima  Hospital 

Ample  on  Site  Parking  available 
Available  space  is  approximately  700 
square  feet  fully  finished 
Attractive  terms  for  sale  or  lease 
Call  for  a Private  Showing  By  Appointment 
Only 


Call:  Peter  J Certo 


401-333-1880 


1 


Office  Condominiums 

For  Sale  or  Lease 


839-851  NORTH  MAIN  STREET 
PROVIDENCE,  RHODE  ISLAND 


Available  Space 
1,000  to  27,000  sq.ft. 


Ample  On  Site  Parking 
Easy  access  to  1-95 


CONTACT:  CINDY  MORSE 
P.O.  Box  216 
PROVIDENCE,  Rl  02901 
(401)  273-8500 
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There  must  be  a good  reason  why 

we’ve  beeome  the 


IUNTTED 

SURGICAL  CENTERS 


The  ITcyfcssionals  in 
Home  Health  Care  Ecjuipment 


trusted  baek-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


Werarr>'jusl  about  KVEKYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patietit  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we're  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)781-2166 

OPEN  DAILY  8 to  5:30  * SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cmnston/Warwlck  City  Line 


CLINICAL  NETWORK 


The  Margin  of  Difference  in 


Home 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


Infusion  Therapy 

JCAHO  MANDATES  QUALITY. 

Our  IV  Lab  is  a Certified  Class 
1000  Clean  Room 
. . . The  Only  One  Of  Its  Kind  In 
Rhode  Island. 

CALL  401/7S1-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 
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Fifty  Years  Ago  (November,  1939) 

The  lead  article  on  obstructive  uropathy  is  writ- 
ten by  Alexander  Randall,  MD,  Professor  of 
Urology  at  the  University  of  Pennsylvania  and 
was  initially  read  at  the  Intern  Alumni  Day  meet- 
ing of  Memorial  Hospital  in  Pawtucket.  Dr  Ran- 
dall discusses  the  many  new  and  marvelous  di- 
agnostic methods  and  therapeutic  measures,  the 
newer  physiology  of  renal  function,  the  rapid 
strides  in  blood  chemistry  determinations  and 
the  refinements  in  pyelography  as  they  pertain 
to  obstructive  diseases  of  the  urinary  system. 

In  summary,  Randall  states: 

“1.  That  intravenous  methods  for  urologic  di- 
agnosis have  changed  our  point  of  view  from 
terminal  pathology  in  the  organs  to  a physiolog- 
ical study  of  the  urinary  system  and  urine  trans- 
portation. 

2.  That  the  physiological  transportation  of  the 
urine  is  the  basic  essential  factor  to  tbe  early  un- 
derstanding of  this  problem. 

3.  That  the  slowly  developed  and  chronic  ob- 
structions characteristically  give  gastrointestinal 
symptoms,  and  that  every  chronic  abdominal 
complaint  should  receive  the  advantages  of  an 
intravenous  urographic  study. 

4.  That  red  blood  cells  in  the  urine  demand  an 
explanation. 

5.  That  the  treatment  of  unilateral  kidney  infec- 
tions by  drugs  demands,  besides  recognition  of 
the  organism  and  choice  of  the  specific  drug, 
sufficient  renal  function  for  a therapeutic  effect. 

6.  That  we  are  approaching  a realization  that 
certain  cases  of  hypertension  have  a unilateral 
renal  etiology  amenable  to  surgery.” 

The  second  article  in  the  November  1939  issue 
of  the  Journal  is  written  by  Paul  W.  Preu,  MD, 
and  is  concerned  with  bromide  intoxication.  On 


the  basis  of  18  instances  of  bromide  intoxication 
(encountered  by  the  author  in  2,000  consecutive 
admissions  to  the  psychiatric  inpatient  service  of 
the  New  Haven  Hospital)  the  following  essential 
observations  are  shared  with  the  reader: 

“1.  Bromide  intoxication  is  a serious  but  pre- 
ventable condition. 

2.  Bromide  intoxication  is  manifested  by  psychi- 
atric or  dermatologic  symptoms  which  may  occur 
alone  or  together.  The  diagnosis  is  confirmed  by 
the  demonstration  of  a toxic  concentration  of 
bromide  in  the  blood. 

3.  The  tendency  of  bromide  to  displace  chloride 
and  to  accumulate  in  the  tissues  is  the  decisive 
factor  in  the  production  of  intoxication. 

4.  Dehydration  and  dietary  deficiency  are  im- 
portant contributing  factors. 

5.  Treatment  of  the  intoxication  depends  on  the 
administration  of  adecjuate  amounts  of  Iluids  and 
chlorides. 

6.  Bromide  should  be  used  less  frequently  in 
medical  practice,  and  only  under  continuous 
medical  supervision. 

7.  The  sale  of  bromide  without  a physician’s  pre- 
scription should  be  prohibited. ” 

This  issue  of  the  Journal  carries  an  editorial  on 
surgery  in  patients  with  heart  disease.  On  the 
basis  of  recent  observations  in  the  medical  lit- 
erature and  personal  experience,  the  following 
frequency  rates  and  conclusions  are  offered: 
“Four  hundred  and  fourteen  patients  with  heart 
disease  who  underwent  494  operations  were 
studied.  The  total  mortality  was  13%.  There  were 
147  operations  on  patients  with  valvular  disease 
with  a mortality  of  2.1%.  One  hundred  opera- 
tions on  patients  with  auricular  fibrillation  car- 
ried a 3%  mortality.  Forty-one  operations  on  pa- 
tients with  coronary  thrombosis  resulted  in  a 
mortality  of  44%.  Most  of  these  deaths  occurred 
in  patients  with  recent  coronary  thrombosis. 
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Ihirlcen  operations  on  patients  with  sypliilitic 
aortitis  resulted  in  a mortality  ol  9.1%.  Six  oj)- 
erations  on  patients  with  paroxysmal  tachycardia 
carried  no  mortality.  Fifty  operations  on  patients 
with  congestive  heart  failure  resulted  in  a mor- 
tality of  17%.  Four  hundretl  and  thirty-three  op- 
erations on  patients  with  heart  disease  without 
nephritis  carried  a mortality  of  4.9%  while  61 
operations  on  cardiacs  with  nephritis  showed  a 
mortality  of  14%.” 

At  a stated  meeting  of  the  House  of  Delegates 
of  the  Society,  it  was  voted  that  a committee  of 
three  he  appointed  to  cooperate  with  Dr  Jesse  P. 
Eddy,  III  in  the  formation  of  a Blood  Donors 
League  in  Rhode  Island.  The  delegates  also  voted 
that  Dr  Alex  M.  Burgess  be  appointed  to  confer 
with  Senator  Theodore  Francis  Cireen  urging  him 
to  support  a congressional  appropriation  for  the 
Army  Medical  Library  and  Museum  in  Wash- 
ington. 


Twenty  Five  Years  Ago  (November,  1964) 

The  lead  article  is  written  by  Alton  M.  Pauli,  MD, 
and  is  entitled,  “Sheehan’s  Syndrome  with  Myxe- 
dema Crisis.”  A patient  with  typical  Sheehan’s 
syndrome  with  myxedema  crisis  is  reported.  “In 
spite  of  sixteen  years  of  a miserable  existence,  an 
excellent  response  to  therapy  was  obtained  with 
replacement  therapy.  In  view  of  the  high  inci- 
dence of  this  complication  in  obstetrical  shock, 
all  patients  whose  deliveries  have  been  compli- 
cated should  be  aggressively  followed  for  at  least 
a year  to  be  certain  that  the  syndrome  does  not 
develop.” 

On  the  twenty-fifth  anniversary  of  Rhode  Is- 
land Blue  Cross,  a paper  is  given  by  Walter  J. 
McNerney,  President  of  the  Blue  Cross  Associ- 
ation, Chicago,  entitled  “The  Rise  of  the  Artic- 
ulate Consumer.”  The  article  notes:  “.  . . the  hos- 
pital system  in  the  country  is  an  extremely 
successful  one.  The  number  of  beds  per  thou- 
sand population  has  grown;  the  use  of  these  beds 
has  increased;  and  the  number  of  people  taking 
care  of  patients  has  grown  appreciably.”  Further, 
“In  this  same  period  we  saw  a prodigious  growth 
in  prepayment  to  the  extent  that  now  75%  of  the 
population  is  covered,  and  we  have  seen  a pro- 
digious growth  in  the  depth  of  that  coverage.” 
And,  “Combined  with  better  housing  and  better 
diet,  these  factors  have  led  to  lower  mortality  and 
morbidity  rates.” 


Fhe  author  concludes:  “I  would  end  by  con- 
gratulating the  Rhode  Island  Blue  Cross  as  one 
of  the  most  distinguished  plans  in  the  United 
States.  1 would  call  ujton  it  in  the  sense  of  a chal- 
lenge to  develo])  immediately  in  conjunction  with 
hospitals  a planning  mechanism  such  as  1 have 
suggested  and  to  give  leadership  to  the  concejjt 
of  review  of  utilization  in  the  public  interest.  . . . 
I call  upon  it  to  make  it  clear  to  the  State  as  well 
as  to  the  Federal  (Government  that  it  is  willing  to 
serve  in  an  administrative  function  in  regard  to 
programs  like  the  Medical  Assistance  to  the  Aged 
Program.  I call  upon  it  to  step  forward,  announce 
itself  as  a renewed  partner  in  this  community  for 
the  next  25  years.” 

An  editorial  entitled,  “Race  for  the  Moon  not 
a Stunt”  quotes  Wernher  von  Braun  in  his  Oc- 
tober, 1964,  address  to  the  American  College  of 
Surgeons.  He  states  that  Project  Apollo,  the  moon 
shot,  “.  . . is  not  an  adventurous  race  to  the  moon 
for  dramatic  propaganda  purposes.”  He  contin- 
ues: “(4ne  recent  NASA  development  is  an  in- 
strument which  will  permit  precise  detection  of 
the  effects  drugs  will  have  on  the  heart  action  of 
unborn  babies.  The  machine  is  so  sensitive  that 
it  is  capable  of  measuring  the  heartbeats  of  a 
bobwhite  embryo,  without  breaking  the  shell  of 
the  egg  or  implanting  electrodes.  Also  in  the 
works  is  an  improved  biotelemeter  which  can 
sense  and  send  out  signals  of  the  heart  beat  and 
respiration  of  humans.” 

A book  review  of  Rashevsky’s  “Some  Medical 
Aspects  of  Mathematical  Biology”  derives  the  fol- 
lowing quotation  from  the  text:  “The  largest 
computers  contain  something  like  10^  elements. 
The  human  brain  contains  10'*  neurons.  It  takes 
a couple  of  years  to  build  a large  computer.  At 
that  rate  of  production  it  would  take  about  10* 
years  to  build  a computer  equal  in  its  ability  to 
the  human  brain.  Won’t  the  human  brain  de- 
velop during  that  period  about  as  much  as  it  did 
in  the  preceding  100,000  years  ? If  so,  the  com- 
puter, by  the  time  it  is  built,  would  be  obsolete!” 
• • • 
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EXCELLENT 

OPPORTUNITY 


to  buy  a modern  six  unit 
professional  building  in 
North  Smithfield,  Rl. 
Location:  117  Eddie  Dowling 
Highway 
(across  from 

Fogarty  Memorial  Hospital) 

Medical  Office  Available 
Principals  Only 

Call 

Philip  Baron,  MD 
421-6737 

after  6 pm 


IF  HE’S  IN  THE  BACK  OF  A 
POLICE  CAR  TODAY. 
WHERE  WILL  HE  BE  TOMORROW? 


He’s  not  a bad  kid,  really.  But  one 
night,  while  spraying  graffiti  on  a briek 
wall,  this  12  year-old  had  his  first  brush 
with  the  law. 

Where  do  you  go  before  things  get 
out  of  hand? 

He  got  help  at  a local  Youth  Center. 
They  got  help  from  the  United  Way.  All 
because  the  United  Way  got  help  from  you. 

You  helped  provide  a place  where  a 
kid  can  toss  a basketball  around  after  school. 
A place  where  a basically  good 
kid  can  stay  that  way. 

United  way 

It  brings  out  the  best 
in  all  of  us. 
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INFORMATION  FOR  AUTHORS 


Matniscripls:  Manusc  ripts  will  he  accepted  for  consid- 
eration with  the  understanding  tliat  tliey  are  original 
contributions,  have  never  been  published  or  snhniit- 
tecl  elsewhere,  and  aie  submitted  only  to  the  Rhode 
Island  Medical  Journal. 

Specijicalions:  Manuscripts  must  be  oi  igitial  typed  copy 
(not  all  capitals)  on  8 'A  X II  inch  firm  typewritten 
paper,  double-spaced  throughout  (including  title  {tage, 
text,  acknowledgments,  and  references)  with  margins 
of  at  least  one  inch  and  using  hut  one  side  of  each 
|)age.  f ables,  charts,  and  legends  should  be  submitted 
separately  from  tbe  text,  and  refet  red  to  by  number 
(ie,  k'ig.  1)  within  the  text.  Subheadings  must  be  in- 
serted at  reasonable  intervals  to  break  the  typographic 
monotony  of  the  text.  Pages  must  be  numbered  con- 
secutively. Italics  and  bctldface  jnint  are  never  used 
excejtt  as  subbeaclings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  cjf 
jargon  and  abbreviations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  be 
identified  in  the  text. 

Title  Page:  All  manuscripts  must  include  a title  page 
which  provides  the  following  information:  (1)  a con- 
cise and  informative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MD, 
PhD);  (3)  a concise  biographical  description  for  each 
author  which  includes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  af  filiation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  requests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  use  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  in  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  be  submitted,  and  sucb  illustrations 
numbered  consecutivelv  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  bv  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figure  number,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
be  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  on  a single  list, 
with  tbe  numbers  corresponding  to  those  on  photo- 
graphs and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriately  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  must  be  itiade  w'ith  the  editors 
lor  excessive  numbers  of  illustraticms.  Ciolor  plates  are 
not  acceptable. 

Identijication  oj  Patients:  Names,  initials  should  not  be 
used.  Use  of  nuitibers  is  a preferable  form  of  iden- 
tification. 

Reprints:  Because  of  cost  considerations,  reprints  are 
not  provided  routinely  to  the  author(s).  Reprints  may 
be  ordered  separately  (100  copies  minimum  order) 
and  pi  inting  costs  will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  them 
into  conformity  with  Journal  style,  w'hich  is  in  com- 
pliance with  the  editorial  standards  of  the  AM  A.  How- 
ever, neither  the  editors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the 
pages  of  tlie  Journal. 

Permission:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  Where  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  tbe  appropriate  authority  must  accom- 
pany the  manuscript. 

Rejerences:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
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EDITORIAL 


The  Medical  Response  to  Drinking 


“If  all  be  true  that  I do  think,”  said  Aldrich  some 
three  hundred  years  ago,  “There  are  five  reasons 
we  should  drink.”  Perhaps  so,  but  there  are  at  least 
five  hundred  sobering  reasons  for  considering 
the  alternative,  sobriety.  Yet  another  poet,  A.  E. 
Robinson,  harbored  less  romantic  thoughts  of 
drinking.  In  1910  he  wrote:  “Miniver  Cheevy,  born 
too  late,  Scratched  his  head  and  kept  on  thinking;  Min- 
iver coughed  and  called  it  fate,  and  kept  on  drinking.” 
We  recognize  alcoholism  as  a sad  participant  of 
a substantial  fraction  of  emergency  room  admis- 
sions and  the  abuse  of  alcohol  fosters  chronic 
disease,  family  violence  and  breakup,  accidental 
injury  and  death;  and  in  economic  terms,  falling 
productivity.  By  any  criterion,  the  harvest  of  al- 
coholism represents  an  overwhelming  public 
health  problem. 

In  response  to  this  challenge.  Brown  Univer- 
sity in  1982  established  its  Center  for  Alcohol 
and  Addiction  Studies.  From  its  inception  the 
Center  has  been  imaginatively  directed  by  David 
Lewis,  MD,  Professor  of  Medicine  and  Com- 
munity Health  at  Brown’s  medical  school  and 
one  of  the  leaders  of  the  Association  for  Medical 
Education  and  Research  in  Substance  Abuse 
(AMERSA),  a national  organization  of  scientists, 
educators  and  clinicians  concerned  with  chemical 
dependencies. 

The  Center  now  has  a faculty  of  over  40  cli- 
nicians, educators  and  scholars  and  maintains  a 
research  and  education  program  at  the  Center 
and  in  nine  hospitals  within  Rhode  Island.  Dur- 
ing the  last  year,  for  example,  the  Center  has 
accomplished  or  initiated  the  following: 

• Developed  a major  treatment-outcome  re- 
search project  to  begin  in  the  autumn  of  1989, 
and  supported  by  federal  funding  in  excess  of 
$3.5  million. 

• Developed  a training  program  for  physicians 
where  basic  knowledge  and  skills  in  the  diag- 
nostic and  therapeutic  management  of  patients 
with  alcohol  problems  or  other  dependencies  are 
shared.  Various  educational  modules  and  cur- 
ricular designs  have  been  assembled,  including 
video  tapes,  for  distribution  to  medical  schools 
and  hospitals  throughout  the  United  States.  Ex- 
ternal funding  of  about  $400,000  has  been 


awarded  to  the  Center  so  that  its  staff  may  im- 
plement this  ambitious  educational  project. 

• The  Center  now  edits  a nationally  distributed 
publication.  Substance  Abuse  as  well  as  the  Brown 
University  Digest  of  Addiction  Theory  and  Application, 
a publication  subscribed  to  by  over  3,000  librar- 
ies, clinics  and  hospitals. 

• The  Center  supervises  a post-doctoral  train- 
ing and  research  program  on  substance  abuse 
and  clinical  intervention  headed  by  Professor 
Richard  Longabaugh  and  Dr  Lewis.  This  pro- 
gram is  designed  for  behavioral,  medical  and  so- 
cial scientists  pursuing  a career  in  chemical  de- 
pendency research.  There  are  eleven  scientists 
presently  in  training.  Current  research  projects 
undertaken  by  the  Center’s  fellows  include:  an 
analysis  of  substance  abuse  by  battered  and 
homeless  women,  leading  to  the  probable  estab- 
lishment of  a shelter  for  such  persons;  an  as- 
sessment of  dependency  prevention  programs  for 
South  East  Asian  youth  in  Rhode  Island;  studies 
on  adolescent  substance  abuse;  studies  on  factors 
associated  with  relapses;  studies  on  sensation- 
seeking use  of  alcohol  in  children  and  adoles- 
cents; studies  on  the  pharmacokinetic  interac- 
tions between  alcohol  and  methadone;  and  the 
effects  of  calcium  channel  antagonists  on  mor- 
phine tolerance  and  dependence. 

• Collaborative  studies  in  cooperating  hospitals 
(Roger  Williams  General  Hospital,  Miriam  Hos- 
pital, Butler  Hospital,  VA  Medical  Center)  and 
the  Department  of  Health,  supported  by  extra- 
mural funding  of  over  $1.2  million. 

The  current  issue  of  the  Journal,  under  the 
Guest  Editorship  of  Dr  David  Lewis,  contains  two 
articles  describing  detoxification  and  community 
training  programs,  and  two  papers  of  more  per- 
sonal concern  and  personal  meaning  to  practic- 
ing physicians:  a paper  by  Rakatansky  on  ave- 
nues of  assistance  for  the  chemically  dependent 
physician;  and  an  article  by  Donovan  on  self-help 
programs  for  physicians. 


Stanley  M.  Aronson,  MD 
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Commentary 


Physicians  Can  Help  the  Addicted 

David  C.  Lewis,  MD 


. . . we  must  expand  our  understanding  of 
how  alcohol  and  drug  dependencies  are 
begun  and  what  resources  are  available 
to  reach  a drug-free,  sober  state. 


Physicians  can  play  a vital  role  in  the  lives  of 
patients  with  addictive  problems  by  helping  them 
to  understand  their  behavior  and  showing  them 
how  to  attain  and  maintain  recovery.  To  achieve 
this,  we  must  expand  our  understanding  of  how 
alcohol  and  drug  dependencies  are  begun  and 
what  resources  are  available  to  reach  a drug-free, 
sober  state.  In  this  issue  of  the  Journal  we  explore 
the  three  dimensions  (chemical,  personal,  envi- 
ronmental) through  which  we  have  come  to  per- 
ceive drug  abuse  and  addiction.  These  three  di- 
mensions interact  in  the  common  ground  of 
repeated  drug-taking  behavior  and  the  transition 
from  occasional  drug  use  to  chemical  depend- 
ence. 

Each  addictive  chemical  is  unique,  and  as  we 
gain  more  information  about  neuroreceptors  and 
neurotransmitters,  we  will  better  identify  the 
neural  sites  of  chemical  action,  thus  opening  the 
way  to  the  design  of  specific  and  effective  phar- 
macotherapies. Detoxification  is  not  an  exclu- 
sively chemical  enterprise;  personal  factors  con- 
tribute materially  to  the  individual  variation  in 
therapeutic  effects.  This  dimension  is  explored 
in  Wartenberg’s  article  concerning  the  Roger 
Williams  General  Hospital  program. 

The  unique  nature  of  the  person  interacting 
with  the  drug  is  yet  another  important  deter- 
minant. The  personal  dimension  includes  such 


David  C.  Lewis,  MD,  is  the  Donald  G.  Millar  Professor 
of  Alcohol  and  Addiction  Studies  at  Brown  University 
and  is  Director  of  the  Center  for  Alcohol  and  Addiction 
Studies,  Brown  University,  Providence,  Rhode  Island. 


factors  as  personality  type,  body  weight,  nutri- 
tion, prior  drug  use,  drug-effect  expectations, 
and  family  history  of  addiction. 

The  effects  of  the  environment  in  influencing 
behavior  — culture,  peers,  community  educa- 
tion, law  enforcement  — are  more  important  than 
is  generally  believed.  The  relevance  of  environ- 
mental influence  underlies  the  unique  preven- 
tion project  reported  in  this  issue  by  the  group 
from  the  Rhode  Island  Department  of  Health. 
Their  study  seeks  to  clarify  those  interventions 
which  may  diminish  alcohol-related  trauma. 

Professor  Bruce  Donovan’s  article  on  Alco- 
holics Anonymous  (AA)  serves  to  lessen  many  of 
the  misconceptions  surrounding  this  private 
group  and  describes  the  personal  issues  that  an 
individual  must  address  in  relating  to  AA.  Dr 
Herbert  Rakatansky’s  important  article  describes 
the  rigorous  interventions  undertaken  by  the 
Rhode  Island  Medical  Society’s  Impaired  Phy- 
sicians Committee  and  illustrates  by  case  reports 
the  unusual  effectiveness  of  these  measures. 

Mysteries  remain  in  our  understanding  of  hu- 
man addiction;  not  the  least  of  these  is  the  chem- 
ically dependent  person’s  appetite  to  continue 
alcohol  or  drug  use  despite  irrefutable  evidence 
of  personal,  career  and  family  harm.  This  is  frus- 
trating to  physicians  and  family.  How  then  is  re- 
covery established?  Dr  James  Prochaska  at  the 
University  of  Rhode  Island  has  developed  a 
model  which  helps  in  analyzing  the  behavior  of 
an  addict  as  he  frees  himself  of  addiction.  This 
model  explores  the  readiness  of  the  addict  for 
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change  and  has  been  employed  in  studying  per- 
sons who  have  given  np  cigarette  smoking.  The 
.secjiiential  steps  in  tliis  readiness  lor  change  model 
are: 

PRECON  l EMPLA  I ION 

Is  not  considering  ciiange.  May  not  l)e  con- 
vinced that  the  l^ehavior  is  a j^roblem. 


CON  TEMPLAEION 

riiinks  seriously  about  changing  behavior. 


ACEION 

Takes  positive  steps  towards  changing  be- 
havior. 


MAINTENANCE 

Maintains  the  behavicjr  change. 

Physicians  can  contribute  materially  within  the 
framework  of  this  “Readiness  for  Change”  model. 
Brief  advice  or  continuing  support  may  be  all 
that  is  needed.  For  the  more  seriously  affected, 
the  physician  should  refer  the  addicted  patient 
to  one  of  the  many  competent  treatment  re- 
sources in  the  state  of  Rhode  Island.  In  any  case, 
buttressed  by  knowledge  of  the  chemicals,  the 
person,  and  the  environment,  physicians  can  be 
effective  in  the  prevention  of  addiction  or  the 
care  of  those  already  addicted. 


Address  correspondence  to:  Box  G,  Brown  University, 
Providence,  RI  02912  (401)  863-3173. 


' Brain  Mapping 

& Computerized  Neurophysiology 

Laboratory 


2050ovefmSt 


Providence  PI  02906 


We  are  pleased  to  announce 
the  opening  of  this  facility 
offering  a full  spectrum  of 
neurodiagnostic  studies  for 
developmental,  neurologic 
and  psychiatric  disorders. 


Electroencephalography  (EEG)  including 
computerized  spectral/frequency  analysis 
topographic  brain  mapping 
normative  data  base  comparison 

Ambulatory  (24  hour)  EEG 

Evoked  Potentials  including 
visual  2, 4,  8,  20  channels 
brainstem  auditory  2, 4 channels 
cortical  auditory  20  channels 
somatosensory  2, 4, 8, 20  channels 
P300  cognitive  20  channels 
topographic  brain  mapping 


Technical  Director:  Maria  G.  Gabriel  REEGT 
former  Chief  Technologist,  Seizure  Unit, 
Children's  Hospital,  Boston 

Medical  Director:  Jeffrey  Wishik,  M.D. 
Board  certified  neurologist  and  fellowship 
trained  in  clinical  neurophysiology  and 
neurobehavior 

For  more  information  or  patient  referrals 
call:  272-4644  (Laboratory)  or  272-4626 
(Dr.  Wishik) 
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Addiction  in  Doctors:  Hope  and  Help 


Herbert  Rakatansky,  MD 


Effective  mechanisms  and  avenues  for 
treating  chemical  dependency  in  the  doc- 
tor have  been  devised  and  employed  in 
Rhode  Island. 


There  have  been  many  articles  on  the  dynamics 
and  treatment  of  alcohol  and  drug  addiction,  but, 
until  now,  few  papers  have  addressed  addiction 
in  the  care-giver,  and  specifically  the  interface 
between  the  addicted  doctor  (whether  physician, 
osteopath,  dentist  or  podiatrist)  and  the  larger 
society.  Effective  mechanisms  and  avenues  for 
treating  chemical  dependency  in  the  doctor  have 
been  devised  and  employed  in  Rhode  Island. 
These  mechanisms  serve  to  protect  the  public 
while  providing  therapy  and  rehabilitation  for 
the  addicted  doctor.  This  paper  illustrates  and 
describes  these  efforts. 

Case  1:  The  physician-in-charge  of  a free-standing 
clinic  called  the  Rhode  Island  Medical  Society  (RIMS) 
Impaired  Physician’s  Committee,  a committee  of  phy- 
sicians charged  both  with  protecting  the  public  from 
impaired  physicians  and  assisting  impaired  physicians 
into  treatment.  This  physician  requested  help  for  a 
colleague  who  had  appeared  for  work  apparently  in- 
toxicated. He  (all  pronouns  in  this  article  will  be  mas- 
culine without  implying  any  gender  bias)  said  that  this 
doctor  had  been  thought  to  be  intoxicated  on  several 
previous  occasions. 

Fact;  Doctors  are  at  least  as  susceptible  to  addiction  as  the  general 
public.  They  develop  alcoholism  at  the  same  rate  as  non-physicians 
but  have  a higher  rate  of  drug  addiction,  perhaps  because  of  the 
ready  availability  of  controlled  drugs.'  The  Committee  accepts  re- 
ferrals from  any  person,  including  physicians,  family  members, 
patients  and  friends,  but  does  not  accept  anonymous  referrals. 

Case  1 (cont.):  The  physician-in-charge  of  the  clinic 
was  advised  that  he  would  receive  a call  for  a confi- 
dential discussion.  During  the  ensuing  discussion  the 
physician  expressed  a desire  to  confront  the  intoxi- 


Herbert Rakatansky,  MD,  is  a former  president  of  the 
Rhode  Island  Medical  Society,  a practicing  interjiist, 
an  Associate  Professor  of  Medicine  at  the  Brown  Uni- 
versity Program  in  Medicine  and  chairman  of  the  So- 
ciety’s Impaired  Physicians  Committee. 


cated  doctor  and  refer  him  for  treatment.  Since  most 
alcoholics  are  in  denial  about  their  addiction,  the  phy- 
sician was  advised  that  without  a structured  format 
and  some  kind  of  leverage  it  was  unlikely  that  the 
contemplated  intervention  would  succeed. 

Fact:  All  addicts,  and  particularly  doctors,  deny  their  addiction. 
Alcohol  ayid  drug-addicted  doctors  tend  to  use  their  substances  in 
isolation,  except  perhaps  cocaine  which  may  be  used  in  social  set- 
tings. They  tend  to  preserve  their  professional  practices  at  the  ex- 
pense of  other  parts  of  their  lives  such  as  family  and  community 
activities.  Furthermore,  they  rarely  discuss  their  addiction  with  any- 
one for  fear  of  jeopardizing  their  professional  status.  Thus,  typically, 
they  have  neither  the  support  of  others  nor  an  awareness  of  channels 
for  help. 

Other  physicians  with  little  knowledge  of  the  nature  of  addiction 
often  harbor  negative  moralistic  views  of  the  addict  and  tend  to 
ignore  the  addicted  physician  until  his  behavior  is  so  flagrant  as 
to  constitute  a gross  danger  to  others.  I ntervention  with  an  addicted 
doctor  requires  a sensitive  skill  no  less  demanding  than  that  required 
for  the  treatment  of  any  other  behavioral  or  physical  illness. 

Case  1 (cont.):  The  physician  at  the  clinic,  nevertheless, 
planned  to  intervene  personally  but  when  the  doctor 
appeared  at  9 AM  the  next  day  obviously  intoxicated 
he  called  for  assistance.  The  doctor  was  confronted 
by  members  of  the  Impaired  Physicians  Committee 
several  hours  later.  He  was,  in  their  judgment,  grossly 
intoxicated  and  a clear  threat  to  his  patients  were  he 
to  return  to  work.  A suggestion  that  he  enter  a treat- 
ment program  was  met  with  intense  resistance.  How- 
ever, he  consented  when  told  that  he  would  be  re- 
ported to  the  Health  Department  if  he  did  not  enter 
the  hospital,  with  the  recommendation  that  his  license 
be  suspended.  The  hospital  had  been  contacted  pre- 
viously and  a bed  was  being  held.  He  was  then  driven 


ABBREVIATIONS  USED: 

AA:  Alcoholics  Anonymous 

MAST:  Michigan  Alcohol  Screening  Test 

NA:  Narcotics  Anonymous 

RIMS:  Rhode  Island  Medical  Society 
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to  the  hospital  with  no  stops.  Upon  arrival  at  the  hos- 
pital, about  four  hours  alter  his  last  drink,  his  blood 
alcohol  level  was  over  dOO  ingni  pet  cent.  I he  interval 
between  the  initial  phone  call  and  the  anival  at  the 
hospital  was  four  hours. 

Fact:  Structured  confrontation  with  leverage  is  a proven  method 
oj  convincing  doctors  to  enter  treatment. 

H the  evidence  for  alcoholism  had  not  been 
convincing  or  had  there  been  a dotibt  about 
whether  addiction  was  indeed  a problem,  the 
doctor  would  have  been  asked  to  get  an  inde- 
pendent evaluation.  This  would  have  been  of- 
fered by  physicians  specializing  in  addiction  who 
are  not  members  of  the  Committee.  A protoctd 
has  been  established  which  defines  the  nature  of 
the  evaluation  (see  table),  d'he  results  of  the  eval- 
uation would  then  have  been  reviewed  by  the 
Committee  which  might  then  have: 

(1)  closed  the  case,  had  the  report  revealed  no 
evidence  of  addiction, 

(2)  asked  for  further  evaluation  based  on  the 
suggestions  of  the  consultant,  or, 

(3)  confronted  the  doctor  again,  had  the  report 
been  suggestive  of  addiction. 

If  the  doctor  had  refused  to  be  evaluated,  the 
Committee  would  then  have  considered  whether 
the  evidence  prompting  the  confrontation  was 
sufficient  to  justify  a report  to  the  Board  of  Li- 
censure. If  so,  a report  would  then  have  been 
promptly  submitted.  The  original  complainant, 
in  every  case,  is  informed  of  his  right  to  file  his 
own  complaint  with  the  Board. 

Case  1 (cont.):  After  a period  of  detoxification  the 
patient  was  admitted  to  an  inpatient  rehabilitation 
program.  During  the  initial  hospital  stay  the  patient 
continued  to  deny  that  he  had  a significant  problem 
and  wished  to  be  discharged  and  return  to  work.  Con- 
tinued reminders  that  any  termination  of  treatment 
would  result  in  a report  to  the  Board  motivated  him 
to  stay  in  treatment.  Following  discharge  he  signed 
an  aftercare  agreement  for  an  initial  period  of  three 
years. 

Fact:  Doctors  respond  well  to  treatment  for  addiction.  The  five 
year  response  rate  is  85-90  per  cent,  primarily'  because  motivation 
is  good.  Doctors  who  are  coerced  into  treatment  seem  to  do  as  well 
as  those  who  enter  voluntarily.'^  Referring  a doctor  suspected  of 
addiction  for  evaluation  and  help  is  an  act  of  caring  and  may  save 
both  a career  and  a life. 

Case  2:  A 48-year-old  doctor  was  referred  to  the  Com- 
mittee because  of  a suspicion  of  alcoholism.  Interview 
with  the  doctor  revealed  that  he  had  been  treated 
previously  for  alcoholism  and  recently  had  resumed 
intermittent  drinking.  There  was  no  evidence  of  im- 


pairnienl  at  the  lime  of  the  conf  rontation.  He  agreed 
to  enter  our  aftercare  program.  Hospitalization  was 
not  suggested  although  the  doctor  understood  that 
another  slip  would  trigger  a course  of  inpatient  ther- 
apy. 

Fact:  Careful  aftercare  and  monitoring  are  absolutely  neces.sary 
for  successful  recovery.  Both  case  I (after  discharge  from  the  hos- 
pital) and  case  2 signed  agreements  with  the  Committee  specifying 
the  following: 

(1)  The  doctor  will  select  a personal  physician  and  will  write  no 
prescriptions  for  himself. 

(2)  The  doctor  will  abstain  from  all  mind-altering  drugs,  including 
alcohol,  unless  prescribed  by  his  physician. 

(3)  The  doctor  will  continue  in  drug  and/or  alcohol  counselling, 
usually  once  a week. 

(4)  The  doctor  agrees  to  attend  a specific  number  oj  AA  or  NA 
meetings,  typically  two  to  seven  per  week. 

(5)  The  doctor  will  attend  weekly  meetings  of  a professionally  con- 
ducted therapy  group  for  addicted  doctors.  These  groups  are  led  by 
a psychiatrist  certified  in  addiction  therapy  but  who  is  not  a member 
of  the  Committee. 

(6)  The  doctor  agrees  to  random  urine  testing,  twice  weekly  at  the 
start. 

(7)  The  doctor  agrees  to  release  to  the  Committee  infonnation  rel- 
ative to  his  progress  in  treatment. 

(8)  The  doctor  agrees  that  the  Committee  may  release  information 
to  an  hnpaired  Physicians  Committee  in  another  state  if  the  doctor 
should  move  during  the  duration  of  the  agreement. 

(9)  The  doctor  understands  that  if  the  contract  is  broken  or  if 
suggestions  for  increased  intensity  of  treatment  are  not  accepted, 
the  state  Board  of  Licensure  will  be  notified. 

The  Committee,  in  return,  agrees  to: 

(1)  Name  one  member  of  the  Coinmittee  as  an  advocate  for  the 
doctor  who  will  maintain  regular  contact. 

(2)  Represent  the  doctor  before  any  credentials  committees  and 
Boards  of  Licensure  (such  advocacy  almost  always  is  successful). 


Structured  confrontation  with  leverage  is 
a proven  method  of  convincing  doctors  to 
enter  treatment. 


The  duration  of  the  agreement  is  three  years 
with  options  for  renewal  by  either  party.  In  Rhode 
Island,  over  50  doctors  have  signed  this  agree- 
ment, with  25  in  effect  at  the  time  of  this  writing. 
A number  of  doctors  have  referred  themselves 
after  their  initial  treatment  in  order  to  sign  the 
agreement  and  thus  gain  the  advocacy  of  the 
Committee.  This  aftercare  agreement  is  abso- 
lutely essential  to  recovery  and  is  probably  the 
reason  why  doctors  have  such  a high  rate  of  re- 
covery. 

Case  3:  A 33-year-old  physician  was  referred  to  the 
committee  because  he  had  written  excessive  numbers 
of  prescriptions  for  his  family  and  because  there  was 
a deterioration  in  the  quality  of  his  practice.  An  in- 
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Table  — Protocol  for  Evaluation  of  Possible 
Chemical  Dependence  by  RIMS  Impaired 
Physicians  Committee 

Chemical  dependence  evaluation  to  be  undertaken  by  a 
physician  selected  by  the  Committee.  At  least  one  further 
independent  evaluation  to  be  provided  by  a person  se- 
lected by  the  primary  evaluator.  This  person  may  be  an- 
other physician  or  someone  with  appropriate  training  such 
as  a certified  alcoholism  counselor.  These  evaluations,  at 
the  minimum,  wili  include: 

• drug  and  alcohol  history 

• developmental  history 

• interview  with  spouse  and/or  significant  others 

• MAST  questions 

• psychiatric  history  and  formal  evaluation 
Committee  will  provide  all  information  to  the  primary  eval- 
uator and  necessary  information  to  the  internist. 

Evaluation  by  an  internist  who  will  report  directly  to  the 
Committee  which,  in  turn,  will  forward  results  to  the  primary 
evaiuator.  Internist  evaluation,  at  the  ieast,  will  include: 

• medical  history 

• physical  examination  with  special  note  of  alcohol  or 
drug  effects  such  as  liver  disease,  needle  marks,  na- 
sal damage,  etc. 

• laboratory  data,  at  the  minimum  to  include:  compre- 
hensive blood  chemistry  profile  with  liver  function 
studies;  bloodcount  with  mean  corpuscular  volume; 
toxic  screen  of  both  urine  and  blood. 

• EKG,  chest  X-Ray  or  other  studies  deemed  necessary 
by  the  internist. 

The  primary  evaluator  will  review  all  material  and  make  a 
recommendation  to  the  Committee,  in  one  of  the  following 
categories: 

• high  probability  of  chemical  dependency 

• inconclusive  evaluation.  (In  this  case  the  evaluator 
should  state  reasons  why  results  are  equivocal  and 
make  suggestions  for  further  evaluation.) 

• low  probability  of  chemical  dependency 

terview  disclosed  that  he  had  been  writing  prescrip- 
tions for  his  wife.  He  was  significantly  disturbed  by 
his  marital  problems  and  by  the  illnesses,  both  ad- 
dictive and  physical,  of  his  wife  and  accordingly  could 
not  function  efficiently.  He  was  instructed  to  cease 
writing  prescriptions  for  his  wife  and  he  was  referred 
for  psychiatric  counselling  as  well  as  to  Al-Anon. 
Shortly  thereafter  he  lost  his  job  and  was  referred  to 
the  Impaired  Physicians  Committee  in  his  new  local- 
ity. He  was  integrated  into  counselling  and  Al-Anon. 
This  physician  underwent  a successful  rehabilitation 
and  the  Committee  received  a letter  from  him  several 
years  later  expressing  appreciation  for  this  interven- 
tion. 

Fact:  A phenomenon  called  co-dependency  can  be  as  serious  an 
illness  as  the  addiction  itself.  Living  with  an  addict  or  growing  up 
in  an  alcoholic  (or  drug-addicted)  household  produces  behavioral 
changes  which  impair  healthy  functioning.  A doctor  who  has  grown 
up  in  an  addicted  family  or  whose  spouse  or  child  are  addicted  can 
neither  maintain  healthy  relationships  nor  practice  efficiently.  De- 
nial in  the  co-dependent  is  even  stronger  than  in  the  addict.  The 
co-dependent  invariably  blames  the  addict.  “If  only  he  would  stop 
drinking  everything  will  be  OK!”  In  fact,  with  appropriate  help, 


the  co-dependent  can  recover  whether  or  not  the  addict  continues 
his  dependency. 

Counselling  and  participation  in  Al-Anon  are 
the  basis  of  treatment  for  the  co-dependent.  Al- 
Anon  is  a support  group  for  friends  and  relatives 
of  addicted  persons  but  not  for  the  addicts  them- 
selves. The  Impaired  Physicians  Committee  is  ea- 
ger to  help  those  physicians  who  confront  ad- 
diction as  a family  rather  than  as  a personal 
problem.  Referral  of  the  addicted  person  to  a 
quality  treatment  program  and  help  with  the  is- 
sues of  co-dependency  are  our  objectives. 

Addiction  in  the  health  professions  is  obviously 
not  confined  to  physicians  in  private  practice. 
Medical  students  and  resident  physicians  are 
ecjually  vulnerable.  Residents  who  are  identified 
in  the  training  institution  are  handled  by  our 
Committee.  Cooperation  of  the  program  direc- 
tor, of  course,  is  essential.  The  medical  student 
community  at  Brown  University  has  recognized 
the  problem  of  chemical  dependency  and  has 
formed  an  Impaired  Students  Committee  which 
functions  in  cooperation  with  the  RIMS  Com- 
mittee. 


Referring  a doctor  suspected  of  addiction 
for  evaluation  and  help  is  an  act  of  caring 
and  may  save  both  a career  and  a life. 


The  RIMS  Impaired  Physicians  Committee  is 
organized  as  a peer  review  group  under  Rhode 
Island  law.  This  structure  insures  immunity  both 
to  its  members  and  to  those  who  report  to  the 
Committee  so  long  as  they  act  in  good  faith.  All 
records  are  kept  confidential,  are  not  subject  to 
subpoena,  and  are  not  released  without  the  writ- 
ten consent  of  the  patient.  Records  of  the  Im- 
paired Students  Committee  are  kept  off  campus 
at  the  RIMS  offices,  thus  removing  any  possibility 
of  access  to  them  by  the  University  administra- 
tion. 

Summary 

A successful  mechanism  providing  structured  as- 
sistance and  therapy  for  addicted  doctors  and 
medical  students  has  been  established  in  Rhode 
Island.  It  is  critical  that  physicians,  their  families, 
patients  and  others  know  of  this  resource  and 
use  it.  For  further  information  about  the  RIMS 
Impaired  Physicians  Committee  call  (401)  331- 
3207. 

What  of  the  future?  Prevention  is  our  prime 
objective.  Educating  physicians  regarding  addic- 
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lion  is  crucial.  I'cachinf^  ways  ol  dealing  with 
stress  and  feelings  is  essential  but  does  not  fit 
readily  into  the  cnstoniary  medical  education 
j)rocess.  Furthermore,  medical  students  are  se- 
lected laigely  on  the  basis  of  their  intellectual 
achievement  lather  than  their  capacity  to  rec- 
ognize and  deal  with  feelings  and  human  rela- 
tionships. 

In  the  absence  of  healthy  cojiing  strategies  ad- 
diction and  other  self-destructive  behaviors  may 
serve  as  protection  against  the  emotional  j)ain 
inevitable  in  life.  These  patterns  are  rooted  in 
early  development.  Prevention  of  addiction  thus 
would  require  both  education  and  personal  ex- 
periences. For  medical  students  these  might  in- 
clude close  association  with  faculty  members  (eg, 
as  preceptors)  knowledgeable  in  the  dynamics  of 
human  feelings,  attendance  at  AA  meetings  and 
the  cost-free  availability  of  absolutely  confiden- 
tial counseling  services  by  persons  competent  in 
addictions. 


For  further  information  call  (401)  331- 
3207. 


Doctors  in  practice  are  more  difficult  to  ap- 
proach, being  in  diverse  environments  and  hav- 
ing varied  and  well  established  behavior  patterns. 
The  RIMS  Impaired  Physicians  Committee  will 
assist  persons  at  any  stage  of  addiction  but  sel- 
dom encounters  early  cases.  Lack  of  recognition 
of  the  problem  and  the  perception  of  personal 
threat  by  all  involved  often  serve  to  prevent  treat- 
ment until  the  symptoms  are  so  severe  that  they 
constitute  a danger  to  the  person  or  others. 

It  has  been  said  that  “A  little  knowledge  is  a 
bad  thing.”  In  the  case  of  addiction  a little  knowl- 
edge rather  may  be  a doorway  for  recognition 
of  the  problem  and  referral  for  help. 
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Address  correspondence  to:  Moshassuck  Medical  Cen- 
ter, One  Randall  Square  Suite  305,  Providence,  RI 
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Rx:  Coughs. ..Colds. ..Flu 

Rx  C-5 


TUSSIREX* 


SUGAR-FREE 

Contains  No  Dye  or  Alcohol 

(Scot-Tussin  Original  Formula  plus 
lOmg  Codeine  Phosphate  per  5ml) 

(Caution:  Federal  law  prohibits  dispensing 
without  prescription.) 

Also  available  with 

sugar  and  with  no  alcohol  and  no  dye. 

For  complete  formula:  See  PDR  RX. 

(401 ) 942-8555  1 (800)  638-SCOT 

Scot-Tussin  Pharmacal  Co.,  Inc. 

P.O.  Box  8217;  Cranston,  R.l.  02920 
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MEDICAL 

BUILDING 
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HEALTH  INFORMATION  SYSTEMS,  Inc 


mis 


A Full  Service  Company  Providing  Automation  Solutions  To  Managing  a Medical  Practice 


Why  HIS? 


• LOCATION 


HIS  has  a regional  center  dedicated  to  serve  our  Rhode  Island  Clients  exlusively. 

• FULL  SERVICE 

HIS  services  both  the  hardware  and  software  installed. 

• SOFTWARE  CONTROL 

HIS  develops  its  own  software  - We  know  it  best ! 

• DEDICATION 

H I S is  dedicated  to  provide  solutions  for  medical  practice  automation.  It  is  our 
only  business. 

• SCOPE  OF  BENEFITS  AND  FEATURES 

HIS  offers  more  programs/solutions  than  accounts  payable,  word  processing, 
and  electronic  media  claims. 

• REMOTE  DIAGNOSTICS  AND  SUPPORT 

HIS  provides  unsurpassed  personal  support  and  offers  remote  electronic  diag- 
nostics of  your  system. 


For  more  information  about  H I S and  our  complimentary  demonstrations  call  Toll-Free  1-800-562-7069 

Grotonj_Crj800^^62^7069_^Jiartfordj^r_^203^_953^909_^narc^^ 
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Home  Infusion  Therapy 

JCAHO  MANDATES  QUALITY. 

Our  IV  Lab  is  a Certified  Class 
1000  Clean  Room 
. . . The  Only  One  Of  Its  Kind  In 
Rhode  Island. 


IV  ANTIBIOTICS.  CHEMOTHERAPY,  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 


ONE  BLACKSTONE  PLACE 


666-668  Eddy  Street,  Providence,  Rl 
(Directly  facing  the  Rl  Hospital  Campus) 


One  Blackstone  Place  is  a modern,  three  story,  26,000  s.f.  office  building,  directly  across  the  street  from 
the  Rl  Hospital  Campus.  Strategically  located  adjacent  to  the  Hospital  exit  off  1-95,  this  prestigious  building 
is  available  in  its  entirety  or  in  part.  Medical  office  condominiums  will  be  able  to  serve  sole  practices  as  well 
as  large  group  practices  in  units  of  1,500  s.f.  to  26,000  s.f.  in  size. 

One  Blackstone  Place  is  amply  served  by  its  own  surface  parking  lot. 

401-331-0350 
Exclusive  Agents 

RYAN  ♦ ELLIOTT 

Commercial  & Industrial  Brokerage  • Property  Management 
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What  Practicing  Physicians  Need  to  Know 
about  Self-Help  for  Chemical  Dependents 

Bruce  E.  Donovan,  PhD 


Alcoholics  Anonymous  is  a suitable  treat- 
ment for  those  who  have  a desire  — some- 
times first  apparent  to  others  as  a need 
— to  stop  drinking. 


Introduction:  The  Example  of  Alcoholics 
Anonymous 

Self-help  groups,  more  aptly  called  mutual-help 
groups,  have  been  used  in  treating  chemical  de- 
pendence for  over  50  years  and  seem  to  grow 
steadily  more  popular.'  The  most  prominent 
mutual-help  group.  Alcoholics  Anonymous,  has 
served  as  the  model  for  many  others,  including 
Narcotics  Anonymous  and  anonymous  groups 
dedicated  narrowly  to  other  drugs.  Although  in 
some  ways  idiosyncratic,  AA  well  represents  the 
general  movement  and  will  be  the  subject  of  this 
discussion.^ 

Chemical  Dependence 

Combined  Self-Help  & Medical  Approaches 

Some  alcoholics  never  require  formal  medical 
care.  They  approach  AA  directly  and  find  its 
program  adequate  for  their  recovery.  Many  oth- 
ers, particularly  those  who  initiate  their  recovery 
with  in-  or  out-patient  treatment,  combine  self- 
help  with  traditional  medical  care. 

Over  the  years,  individuals  both  in  and  out  of 
AA  have  felt  uneasy  with  this  combination  of  AA 
and  more  traditional  medical  options.  The  dif- 
ficulty arises  in  part  from  the  tension  between 
non-professional  self-help  and  conventional  care 


Bruce  E.  Donovan,  PhD,  is  Associate  Dean  for  Prob- 
lems of  Chemical  Dependency,  Associate  Dean  of  The 
College,  and  Professor  of  Classics,  Brown  University, 
Providence,  Rhode  Island.  Dr  Donovan  publishes,  lec- 
tures and  consults  nationally  on  problems  of  chemical 
dependency  in  the  collegiate  setting. 


offered  by  a licensed  physician.  This  tension  has 
been  aggravated  because  many  alcoholics  distrust 
the  medical  profession.  Many  physicians,  on  the 
other  hand,  are  reluctant  to  accept  the  AMA’s 
definition  of  alcoholism  as  a disease  — one  of 
AA’s  basic  tenets  — and  question  the  correctness 
of  a medical  approach. 

Increasingly,  cooperation  has  become  easier. 
One  reason  may  be  that  many  medically-based 
treatment  centers  across  the  country  now  incor- 
porate AA  as  a staple  of  treatment.  Second,  the 
number  of  AA  members  who  have  profited  di- 
rectly from  formal  medical  care  grows  steadily. 
Although  the  debate  continues  as  to  whether  al- 
coholism is  an  illness,  or  is  better  seen  as  a be- 
havioral problem  or  as  a hybrid  of  these  two  con- 
cepts, there  is  increasing  recognition  that 
different  treatments  can  play  complementary 
roles. ^ 

Cooperation  can  be  highly  effective.  AA  does 
not  run  treatment  centers  or  offer  counseling 
based  on  more  than  members’  own  experience- 
grounded  observations:  there  is  ample  room  for 
medical  authority  and  practice.  AA  supplements 
such  professional  initiatives,  where  necessary,  and 
is  particularly  helpful  to  alcoholics  over  the  long 
haul  of  recovery:  the  prospect  of  free,  interna- 
tional, 24-hour-a-day  support  is  a very  good  bar- 
gain indeed. 


ABBREVIATIONS  USED: 
AA:  Alcoholics  Anonymous 
COAs:  Children  of  Alcoholics 
NA:  Narcotics  Anonymous 
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Suj^portcd  l)y  society’s  growing  general  nn- 
clerslancling  of  acidic  lion,  innt  nal  understanding 
in  treatment  is  increasing  loo.  The  geneial  AA 
view  ol  the  medical  j)rofession,  in  fact,  has 
clianged  markedly  during  the  last  decade.  At  AA 
meetings  in  earlier  days,  when  medical  liaining 
in  addiction  was  even  less  prominent  than  now, 
one  IVecjiiently  heaicl  oj)en  hostility  and  derision 
aimed  at  doctors,  sometimes  the  result  of  mis- 
diagnosis and  imj)roper  treatment  — eg,  the 
loosely  sn|)ervised  prescription  of  trancphlizers 
— sometimes  the  result  of  addicts’  lack  of  candor 
in  dealing  with  physicians.  Such  talk  is  occasion- 
ally heard  today.  Hcjwever,  even  as  in  the  old 
days,  it  is  important  to  remember  that  this  ten- 
sion is  not  part  of  AA’s  credo  — “A A is  not  allied 
with  any  sect,  denominaticjn,  pcjlitics,  organiza- 
tion or  institution;  does  not  wish  to  engage  in 
any  contrcjversy;  neither  endorses  nor  opposes 
any  causes”  — hut  represents  the  view  of  incli- 
viciual  alcoholics  speaking  from  their  personal 
experience. 

AA’s  Purpose:  The  Preamble 

Just  what  A A is  and  is  not  is  clear  from  the 
Preamble,  which  is  read  at  the  beginning  of  every 
AA  meeting: 

“Alcoholics  Anonymous  is  a fellowship  of  men 
and  women  who  share  their  experience, 
strength  and  hope  with  each  other  that  they 
may  solve  their  common  problem  and  help 
others  to  recover  from  alcoholism. 

The  only  requirement  for  membership  is  a 
desire  to  stop  drinking.  There  are  no  dues  or 
fees  for  AA  membership;  we  are  self-sup- 
porting through  our  own  contributions.  AA  is 
not  allied  with  any  sect,  denomination,  politics, 
organization  or  institution;  does  not  wish  to 
engage  in  any  controversy;  neither  endorses 
nor  opposes  any  causes.  Our  primary  purpose 
is  to  stay  sober  and  help  other  alcoholics  to 
achieve  sobriety.” 

The  essential  character  of  Alcoholics  Anony- 
mous is  immediately  clear  to  every  visitor  to  an 
AA  meeting  — a commitment  to  “the  shared 
honesty  of  mutual  vulnerability  openly  acknowl- 
edged” and  to  recovery  from  alcoholism  for  all 
members.^  This  is  the  real  stuff  of  AA  — the 
sharing  first-hand  of  the  anguish  of  active  alco- 
holism suffered  by  men  and  women  of  all  ages 
from  all  sorts  of  personal  and  professional  back- 
grounds, and  the  strength  and  hope  that  result 
from  arrest  of  the  illness.  This  wisdom  and  the 
sense  of  community  that  derives  from  “having 


played  against  the  team”  gives  AA  its  authority 
and  elfectiveness. 

file  fiercely  guarded  independence  of  AA  — 
in  matters  of  jirinciple  and  finance  — and  the 
assertion  that  the  fellowshijj’s  “jiiimary  puiqjose 
is  to  stay  sober  and  help  other  alcoholics  to  achieve 
sobriety”  de.serve  particular  emphasis. 

The  Newcomer’s  Approach  to  AA 
“ f here  are  no  volunteers  in  the  addicts’  army.” 
Alcoholics  at  the  end  of  their  drinking  roacf,  de- 
sjjite  outward  contrition,  confidence  or  bravado, 
know  great  fear  at  what  life  will  be  like  now, 
without  their  constant  companion,  alcohol.  As  a 
result,  alcoholics  on  the  verge  of  (juitting  need 
the  supjjort  and  assurance  tliat  life  can  be  lived 
— and  lived  enjoyably  — on  other  terms. 

The  first  AA  meeting  can  be  a great  source  of 
strength.  Here,  for  the  first  time  for  many,  the 
drinker  is  welcomed  warmly  by  an  unquestioning 
group  of  people  who  know  pretty  clearly  what 
life  has  been  like.  Empathy  is  immediate  and  in- 
stinctive. “Clearing  up  the  wreckage  of  the  past” 
can  wait  for  another  day.  For  now,  acceptance 
and  support  are  the  order. 

The  anxious  newcomer  may  appreciate  being 
accompanied  by  an  AA  veteran,  though  many  go 
to  their  first  meeting  alone.  The  warmth  of  the 
proceedings  is  striking:  eager  handshakes,  a 
succession  of  smiling  faces,  none  of  the  castiga- 
tion which  has  come  to  be  expected  or  feared 
from  all  sides.  Newcomers  hear  the  uncompli- 
cated slogans  that  they  will  use  daily  to  straighten 
out  their  complicated  lives:  “Keep  It  Simple,” 
“First  Things  First,”  “Think,”  “Live  and  Let  Live” 
and  “Easy  Does  It”  among  others.  Sympathetic 
laughter  may  fill  the  room;  in  this  setting,  surely, 
where  recovering  alcoholics  come  to  reaffirm 
their  determination  to  never  again  fall  into 
drinking,  the  old  adage  “It  hurts  too  much  to 
cry”  has  real  meaning.  Such  acceptance  and  the 
identification  that  will  follow  wordlessly  help  to 
combat  the  stigma  that  still  attaches  itself  to  the 
alcoholic. 

Soon  the  newcomer  will  have  a new  circle  of 
associates.  Most  seek  out  an  older  member  as 
“sponsor,”  an  individual  who  is  willing  to  take 
time  one-on-one  to  explain  the  workings  of  the 
Program  and  discuss  intimate  aspects  of  the 
drinker’s  story.  For  some,  concerned  acquaint- 
ances will  be  something  of  a novelty;  others  adopt 
these  new  faces  as  partners  in  recovery  and  as 
social  partners  also;  and  some  draw  a line  be- 
tween the  world  of  social  intercourse  and  the 
world  of  mutual-help  therapy.  For  some,  the  first 
meeting  begins  a lifelong  affiliation,  one  that  will 


444 


Rhode  Island  Medical  Journal 


at  first  involve  heavy  attendance  and  then  a lighter 
regimen  for  maintenance  as  the  sober  days  stretch 
out.  For  many  former  drinkers,  continuing  in- 
volvement with  AA  provides  support  with  the 
stresses  of  everyday  living  and  a growing  spirit 
of  contentment. 

AA’s  Program  of  Recovery:  The  Twelve  Steps 

AA  newcomers  are  encouraged  “to  identify  and 
not  compare,”  to  try  to  recognize  familiar  ele- 
ments in  the  personal  histories  (the  ‘drunka- 
logues”)  of  older  members.  Many  times  they 
identify  at  the  level  of  motivation  or  feeling,  and 
not  in  particular  details.  For  this  reason,  it  is  not 
surprising  to  hear  an  older,  heavy-drinking 
roustabout  acknowledge  elements  of  his  own  his- 
tory in  the  superficially  quite  different  drunka- 
logue  of  a protected  housewife  of  means.  This 
sharing  of  anxiety,  guilt  and  shame  allows  for 
relatively  easy  and  immediate  identification 
among  members.  The  perceptions  that  one  is 
neither  alone  nor  unique  — and  that  self-per- 
ceived helplessness  can  be  overcome  — offer  in- 
itial comfort  and  encouragement  to  the  addict. 

Sharing  common  experiences  erodes  the  de- 
nial of  difficulties  developed  over  years  of  drink- 
ing: addicts  seem  to  see  more  quickly  in  others 
those  things  that  fear  and  desperation  kept  them 
from  seeing  in  themselves.  This  process  may  be- 
gin as  soon  as  an  addict  confronts  another  person 
with  similar  history.  For  others,  the  process  of 
identification  and  the  breakdown  of  clenial  may 
take  more  time. 


Alcoholics  on  the  verge  of  quitting  need 
the  support  and  assurance  that  life  can  he 
lived  — and  lived  enjoyably  — on  other 
terms. 


Once  addicts  recognize  the  nature  of  their  dif- 
ficulty and  determine  that  some  remedy  is  nec- 
essary, recovery  can  begin.  Recovery  will,  AA 
members  believe,  follow  a certain  course  and  in- 
volve certain  stages  recognized  by  the  earliest 
members  of  the  Fellowship  and  articulated  by 
them  as  “The  Twelve  Steps.”  Although  these 
Steps  are  only  a suggested  road  map  for  recovery 
— “AA  has  no  ‘musts’;  take  what  you  want  and 
leave  the  rest”  — most  members  with  lengthy 
records  of  recovery  find  that  they  have,  in  fact, 
“taken  the  Steps”  even  though  they  may  not  have 
done  so  consciously  or  with  set  goals.  Long-term 
members  recommend  that  newcomers  focus  di- 
rectly on  “the  Steps”  to  give  their  recovery  a def- 
inite form  and  procedure. 


The  Twelve  Steps:  Roadmap  for  Recovery 

1 . We  admitted  we  were  powerless  over  alcohol 
— that  our  lives  had  become  unmanageable. 

2.  Came  to  believe  that  a Power  greater  than 
ourselves  could  restore  us  to  sanity. 

3.  Made  a decision  to  turn  (mr  will  and  our  lives 
over  to  the  care  of  God  as  we  understood 
Him. 

4.  Made  a searching  and  fearless  moral  inven- 
tory of  ourselves. 

5.  Admitted  to  God,  to  ourselves  and  to  an- 
other human  being  the  exact  nature  of  our 
wrongs. 

6.  Were  entirely  ready  to  have  God  remove  all 
these  defects  of  character. 

7.  Humbly  asked  Him  to  remove  our  short- 
comings. 

8.  Made  a list  of  all  persons  we  had  harmed, 
and  became  willing  to  make  amends  to  them 
all. 

9.  Made  direct  amends  to  such  people  when- 
ever possible,  except  when  to  do  so  would 
injure  them  or  others. 

10.  Continued  to  take  personal  inventory  and 
when  we  were  wrong  promptly  admitted  it. 

11.  Sought  through  prayer  and  meditation  to 
improve  our  conscious  contact  with  God  as 
we  understood  Him,  praying  only  for  knowl- 
edge of  His  will  for  us  and  the  power  to  carry 
that  out. 

12.  Having  had  a spiritual  awakening  as  the  re- 
sult of  these  steps,  we  tried  to  carry  this  mes- 
sage to  alcoholics,  and  to  practice  these  prin- 
ciples in  all  our  affairs. 

The  Steps,  in  essence,  require  individuals  to  rec- 
ognize their  inability  to  solve  their  drinking  prob- 
lem on  their  own  and  the  need  to  seek  some  form 
of  outside  help.  One  part  of  this  recognition  is 
the  evident  conflict  between  personal  values  and 
the  facts,  as  they  have  developed  through  drink- 
ing, of  alcoholics’  “unmanageable”  everyday  lives. 
Members  are  urged  to  review  their  lives,  the  good 
and  the  bad,  and  discuss  these  autobiographical 
reviews  (their  “inventories”)  with  another  AA  in- 
dividual. They  then  are  encouraged  to  rid  them- 
selves of  those  “character  defects”  that  have 
caused  difficulties  and  will  continue  to  cause  dis- 
comfort (or  perhaps  a relapse,  a “slip”  in  AA’s 
Jargon)  if  they  are  not  addressed. 

Encouragement  is  also  given  to  “make  amends” 
in  word  or  deed  where  the  drinker  has  injured 
others.  AA  members  who  follow  the  Twelve  Steps 
will  maintain  a daily  check  on  their  behavior, 
trying  to  live  positively  and  usefully  without  al- 
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coliol  and  to  help  others  achieve  this  same  pro- 
ductive, contented,  alcohol-lree  way  of  life.  Such 
a life  of  ecjuaniinity  and  decent  pui  j)oses  will  he 
one  indication  that  the  individual  is  truly  “sober,” 
and  not  merely  “dry”  or  simply  “a  drunk  away 
from  a ch  ink.” 

A Day  at  a Time 

Members  often  refer  to  the  “24-hour-a-day”  way 
of  life.  This  formulation  emphasizes  again  the 
need  for  the  alcoholic  to  maintain  a constant  check 
against  drinking  and  to  he  on  guard  against  those 
situations  which  may  trigger  a drinking  episode. 
The  same  thinking  allows  drinkers  to  stay  away 
from  a drink  and  to  try  to  live  “one  day  at  a time” 
— rather  than  facing  the  unthinkable  prospect 
of  a lifetime  without  alcohol.  Better,  reascjns  the 
AA  member,  to  collect  a series  of  manageable 
days  without  drinking  than  aim  immediately  for 
a sober  life. 

Stumbling  on  the  Steps 

Sometimes  an  individual  will  have  difficulty  with 
the  Twelve  Steps.  Some,  for  cultural  reasons,  find 
the  concept  of  powerlessness  alien.  Others  are 
troubled  by  mention  of  “a  power  greater  than 
ourselves”  and  recurring  references  to  “God,” 
even  though  each  reference  bears  the  qualifier 
“as  we  understood  Him.”  Others  find  it  objec- 
tionable to  label  themselves  “sick”  or  disturbed, 
a characterization  implicit  in  the  language  of  the 
Second  Step  — “restore  us  to  sanity”  — and  ex- 
plicit in  other  AA  publications. 

A related  concern  surrounding  “spiritual”  ele- 
ments of  AA  involves  the  charge  that  AA,  in  re- 
lying on  the  idea  of  alcoholism  as  disease,  in  fact 
encourages  moral  laxity  since  a sick  person  is  not 
held  accountable  for  misdeeds.  Steps  Four,  Five, 
Eight  and  Nine  disprove  this  charge.  In  fact,  AA 
wisely  recognizes  that  it  is  crucial  to  discharge 
guilt  and  shame  from  the  past  to  help  the  re- 
covering addict  face  the  immediate  future  with 
greater  equanimity. 

Perhaps  the  reference  to  God  is  the  greatest 
difficulty  for  newcomers  to  AA,  and  something 
that  one  who  makes  referrals  is  well  advised  to 
anticipate.  This  concern  that  AA  is  some  sort  of 
religious  cult  or  group  that  fosters  a particular 
orthodoxy  may  find  its  origins,  apart  from  con- 
cerns that  an  individual  has  before  coming  to  AA, 
in  the  First  Step’s  reference  to  the  powerlessness 
of  the  addict. 

The  First  Step  links  the  idea  of  an  unmanage- 
able life  and  drinking  alcohol.  Those  who  find 
AA  useful  discover  that  unmanageable  drinking 


has  led  to  a life  that  is  to  some  extent  out  of 
control.  Perhaps  in  this  sense  only  the  individual 
is  powei  less,  ie,  is  unable  to  act  correctively  on 
the  evidence  of  unhappiness  that  drinking  has 
caused.  Gontrolled  drinking  and  other  measures 
have  f ailed.  Abstinence  becomes  the  only  answer. 
{AA  members  believe  that  alcoholics  in  recovery 
can  never  drink  in  safety:  “Once  a pickle,  you’ll 
never  be  a cucumber  again.”)  Soon  the  drinker 
discovers  that  drinking  is  not  the  only  activity 
that  is  out  of  control:  the  powerlessness  originally 
ackiKJwledged  now  accjuires  a broader  connota- 
tion. 

Fhe  Second  Step  asserts  that  the  lost  control 
and  power  of  Step  One  may  be  replaced  by  a 
“Power  greater  than  ourselves.”  For  some  this 
“power”  is  the  teachings  of  AA  or  the  group  which 
the  newcomer  first  attends.  The  definition  of 
“power”  is  left  open,  but  the  need  is  manifest  for 
the  alcoholic  to  reach  out  for  help,  to  avoid  total 
self-reliance  and  wilfulness,  the  very  wilfulness 
that  has  so  dramatically  failed.  The  central  point 
is  that  the  individual  must  break  out  of  her  or 
his  shell  and  accept  and  acknowledge  help  from 
an  external  source. 

For  some,  the  “Power  greater  than  ourselves” 
is  the  deity  of  the  drinker’s  religious  tradition. 
For  the  non-believer  who  wishes  to  avoid  the  no- 
tion of  “God”  the  shif  ting  of  “power”  in  the  First 
Step  to  a proper  noun  in  the  Second  is  difficult. 
For  these  individuals  the  problem  is  com- 
pounded when  in  Step  Three  “Power”  is  re- 
placed by  “God.”  After  a period  in  AA  many 
alcoholics  do,  in  fact,  embrace  a personal  and 
traditional  god.  Others,  however,  for  all  of  their 
time  in  AA  will  choose  to  use  the  accumulated 
lore  of  AA  or  the  idea  of  love  — anything  other 
than  the  self  — as  the  source  of  inspiration  and 
energy  that  the  Second  Step  mentions. 

In  discussion  of  this  issue,  a priest/member  ob- 
served that  “the  nature  of  God  is  an  interesting 
question,  but  it  never  kept  anyone  sober.”  In  a 
rough  paraphrase  of  the  preamble,  which  af- 
firms the  intellectual  freedom  of  AA,  the  alco- 
holic who  does  not  subscribe  to  a Judeo-Christian 
belief  is  told  to  “take  what  you  like  and  leave  the 
rest.”  Similarly,  those  troubled  by  the  character- 
ization of  God  as  male  are  free  to  characterize 
God  any  way  they  choose.  In  fact,  some  members 
of  AA  not  infrequently  invoke  a female  power 
or  a gender-free  creator. 

AA’s  Structure  and  Organization:  The  Twelve 
Traditions 

1 . Our  common  welfare  should  come  first;  per- 
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sonal  recovery  depends  upon  AA  unity. 

2.  For  our  group  purpose  there  is  but  one  ul- 
timate authority  — a loving  God  as  He  may 
express  Himself  in  our  group  conscience. 
Our  leaders  are  but  trusted  servants.  They 
do  not  govern. 

3.  The  only  requirement  for  AA  membership 
is  a desire  to  stop  drinking. 

4.  Each  group  should  be  autonomous  except 
in  matters  affecting  other  groups  or  AA  as 
a whole. 

5.  Each  group  has  but  one  primary  purpose  — 
to  carry  the  message  to  the  alcoholic  who  still 
suffers. 

6.  An  AA  group  ought  never  to  endorse,  fi- 
nance, or  lend  the  AA  name  to  any  related 
facility  or  outside  enterprise,  lest  problems 
of  money,  property  or  prestige  divert  us  from 
our  primary  purpose. 

7.  Every  AA  group  ought  to  be  fully  self-sup- 
porting, declining  outside  contributions. 

8.  Alcoholics  Anonymous  should  remain  for- 
ever nonprofessional,  but  our  service  centers 
may  employ  special  workers. 

9.  AA,  as  such,  ought  never  to  be  organized, 
but  we  may  create  service  boards  or  com- 
mittees directly  responsible  to  those  they 
serve. 

10.  Alcoholics  Anonymous  has  no  opinions  on 
outside  issues;  hence  the  AA  name  ought 
never  to  be  drawn  into  public  controversy. 

11.  Our  public  relations  policy  is  based  on  at- 
traction, rather  than  promotion:  we  need  al- 
ways maintain  personal  anonymity  at  the  level 
of  press,  radio,  films  and  television. 

12.  Anonymity  is  the  spiritual  foundation  of  all 
our  Traditions,  ever  reminding  us  to  place 
principles  above  personalities. 

As  the  Twelve  Steps  constitute  AA’s  program  for 
recovery,  the  Twelve  Traditions  clarify  the  fel- 
lowship’s principles  of  purpose  and  organization. 
The  Traditions  state  the  importance  of  main- 
taining AA’s  independence  through  financial  self- 
support  and  of  avoiding  controversy;  of  assisting 
those  who  seek  recovery  from  alcoholism;  of  sub- 
ordinating the  interests  of  any  one  member  to 
the  welfare  of  the  group;  and  of  maintaining 
personal  anonymity. 

The  principle  of  anonymity,  which  provides 
that  members  need  to  know  only  one  another’s 
first  names,  is  essential  to  the  A A process.  Tra- 
dition Twelve  advises  members  that  anonymity, 
which  helps  them  to  consider  a message  and  not 
the  source,  helps  them  “to  place  principles  above 
personalities.’’  On  a more  pragmatic  level,  ano- 


nymity allows  newcomers  to  investigate  AA  with- 
out fear  of  disclosure.  And  in  a world  in  which 
stigma  and  discrimination  may  haunt  the  addict, 
even  in  recovery,  anonymity  yields  other  neces- 
sary benefits. 

AA  Worldwide  8c  in  Rhode  Island 

AA  avoids  bureaucracy  and  styles  itself,  in  the 
language  of  the  Preamble,  as  a “fellowship.”  The 
organization  of  AA’s  1,750,000  members  is  re- 
markably simple  and  democratic.  The  same  prin- 
ciples which  pertain  locally  inform  the  worldwide 
network  of  AA  groups.  Whenever  two  or  more 
alcoholics  gather  together,  an  AA  meeting  is  in 
session.  In  fact,  regular  meetings  are  held  on  a 
repeating  schedule:  over  forty  meetings  are  held 
every  day  in  Rhode  Island  at  various  hours 
through  the  day  and  night.  Those  who  regularly 
attend  a particular  meeting  are  generally  re- 
sponsible for  its  affairs:  such  an  association  of 
individuals  is  known  as  an  AA  group. 

Groups  are  self-regulating  and  operate  on  the 
group  “conscience”  or  consensus  of  Tradition 
Two.  Group  members  regulate  that  group’s  af- 
fairs and  represent  the  group  at  district  and  state- 
wide meetings  of  similar  representatives  from 
groups  around  the  state.  The  persons  filling  these 
assignments  change  every  six  months  or  so  to 
rotate  opportunities  for  service  and  to  assure  that 
the  group  does  not  fall  under  the  direction  of 
any  one  individual  for  too  long  a time. 

A member  who  “chairs”  a meeting  opens  the 
meeting  by  reading  the  preamble  and  sharing 
his  or  her  “drunkalogue”  — what  life  was  like 
before  AA,  how  the  speaker  reached  AA  and 
what  life  has  been  like  since.  The  chair-person 
will  then  follow  the  agenda  established  by  a par- 
ticular group.  Some  meetings  will  be  devoted  to 
discussion  of  a particular  topic.  Others  will  dis- 
cuss the  Twelve  Steps,  considering  each  of  the 
Twelve  Steps  on  a rotating  weekly  schedule.  Other 
meetings  have  a “speaker”  format:  each  of  four 
or  five  speakers  in  the  course  of  60  or  90  minutes 
will  deliver  her  or  his  own  “drunkalogue.”  Meet- 
ings close  with  a prayer,  a voluntary  collection 
and  light  refreshments. 

The  range  of  meetings  is  wide.  Some  are  closed 
to  the  general  public  and  open  to  alcoholics  only. 
Others  are  open  to  all  who  wish  to  attend  and 
are  particularly  appropriate  for  the  uncertain  or 
the  curious.  Most  are  targeted  to  the  general  pub- 
lic, but  others  have  a particular  focus:  men, 
women,  gays,  lesbians,  foreign  language  speak- 
ers, young  people,  the  deaf,  even  professionals 
such  as  physicians  or  lawyers. 
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Some  do  not  allow  smoking;  many  have  wlieel- 
chair  access.  Some  will  welcome  those  whose  sto- 
ries include  heavy  di  ug  use;  others  prefer  a focus 
more  restiicted  to  ptohlems  with  alcohol.  I here 
is  very  likely  a meeting  f or  every  need  — and  f or 
needs  unmet  a meeting  can  he  started  — and  a 
meeting  that  can  fit  into  almost  any  schedule: 
early  morning,  through  the  day  and  on  into  the 
late  night  hours.  All  are  united  by  the  common 
j)urposes  of  AA,  and  any  meeting,  whatever  its 
particular  locus,  is  open  to  all  those  with  a desire 
to  stop  drinking.  Drinking  alcoholics  who  still 
hope  to  stop  drinking  are  also  welcome  at  meet- 
ings — “What  better  place  to  spend  time  lor  an 
alcoholic  who  can’t  stay  stoj^ped?” 

How  AA  Can  Help:  The  Physician’s  Referral 
Although  AA  is  not  the  only  approach  to  the 
treatment  of  alcoholism,  it  has  helped  a wide 
range  of  individuals  in  over  50  years  and  com- 
piled a strong  record  of  achievement.  Should 
there  be  indication  that  a patient  may  profit  from 
further  investigation  of  possible  alcoholism  or 
from  the  continuing  support  that  AA  can  pro- 
vide, referral  is  in  order.  AA  is  glad  to  receive 
these  individuals  and  is  prepared  to  cooperate 
fully. 

The  most  effective  referrals  will  be  made  by 
those  who  know  something  about  how  AA  works. 
AA  publishes  an  array  of  brochures  on  alcohol- 
ism, AA  itself,  and  on  special  populations,  in- 
cluding a pamphlet  — among  several  focused  at 
physicians  — entitled,  “Alcoholics  Anonymous  as 
a Resource  for  the  Medical  Profession.”  AA  also 
publishes  books,  the  largest  and  most  significant 
of  which  is  “the  Big  Book,”  Alcoholics  Anony^noiis, 
that  describes  the  fellowship  and  its  operations 
and  includes  representative  “drunkalogues”  of 
recovering  alcoholics.  The  physician  may  find 
illuminating  — and  useful  for  display  in  a waiting 
room  — the  pamphlet  of  twelve  diagnostic  ques- 
tions, “Is  AA  For  You?” 

Many  medically-based  treatment  centers 

across  the  country  now  incorporate  AA  as 

a staple  of  treatment. 

Physicians,  along  with  the  general  public,  are 
welcome  at  open  meetings.  Attendance  at  a va- 
riety of  meetings  is  worthwhile  both  to  observe 
AA  in  operation  and  to  help  in  imagining  just 
how  the  alcoholic,  frightened  and  alone,  may  feel 
at  an  initial  meeting. 

Using  AA’s  Resources 

Physicians  are  urged  to  establish  a liaison  with 


AA,  j)erha))S  utili/.ing  recovering  patients,  sober 
for  a while,  who  are  hajjpy  to  accept  referrals 
and  serve  as  guides  to  new'comers.  Members  (if 
AA  are  hajipy  to  jirovide  this  assistance  as  a form 
of  set  vice  and  as  jiart  of  their  own  recovery 
(“  fwelfth  Step  work”).  I'o  establish  contact  and 
proceduies  lor  referrals,  physicians  who  do  lUit 
know  recovering  persons  may  call  the  General 
Set  vice  Office  of  A A (number  in  telephone  di- 
rectory under  “AA”):  AA’s  Ciommittee  On  (io- 
ojieration  with  the  Professional  (^immunity  will 
be  pleased  to  help. 

Iti  making  referrals,  the  jihysician’s  attitude 
will  be  significantly  important.  If  tentative  (ir  even 
slightly  derisive,  the  referral  w'ill  lack  authority 
and  will  likely  fail.  A referral  based  on  some  un- 
derstanding of  AA,  including  possible  pt^ints  (jf 
difficulty,  that  is  ctjufident  and  hopeful  and  in- 
volves supjiort  from  a recovering  member  will 
have  a far  greater  chance  of  success. 

Reaction  to  a new'comer’s  comments  on  initial 
contact  with  AA  will  als(j  be  significant.  Some 
pcjints  of  awkwardness  may  be  anticipated:  the 
procedures  of  AA  are  unique  in  most  pecjple’s 
experience  and  require  time  for  familiarity  to 
develop.  Some  newcomers  will  find  the  very 
thought  of  involvement  with  AA  anathema.  The 
physician’s  supportive  questioning  and  gentle 
prodding  will  help  the  newcomer  stay  the  ccjurse 
and  allow  appropriate  time  for  a balanced  view. 
If  a first  meeting  is  unappealing,  for  example, 
the  physician  may  recommend  a second  in  an- 
other area  or  with  another  format. 

Such  patient  attention  may  not  be  easy:  some 
physicians  find  it  taxing  to  support  a system  of 
treatment  which  is  so  colloquial,  so  non-profes- 
sional, so  dependent  on  the  apparent  autonomy 
of  the  patient  and  lacking  in  individual  authority, 
a program  which  knows  no  “musts.”  Or  the  phy- 
sician may  want  to  insist  on  a long-term  com- 
mitment to  abstinence  and  grow  w'eary  of  AA’s 
quasi-paradoxical  insistence  that  such  oaths  are 
foolish,  that  the  drinker  is  best  advised  not  to 
drink  “a  day  at  a time.”  The  infusion  of  spiritual 
concerns  and  value  questions  in  recovery  may 
also  be  novel  and  a source  of  strain  for  both 
physician  and  patient.  How'ever,  if  w illing  to  check 
personal  reservations,  even  w hile  acknowledging 
individual  points  of  contention,  the  physician  can 
provide  useful  service.  It  is  helpful  to  underscore 
the  potential  value  of  AA  and  to  reject  the  in- 
diviclual’s  suspicion  prior  to  full  investigation. 
Epilogue:  Other  Self-Help  Groups  for  Chemical 
Dependents  and  Their  Significant  Others 
Alcoholics  Anonymous  is  a suitable  treatment  for 
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those  who  have  a desire  — sometimes  first  ap- 
parent to  others  as  a need  — to  stop  drinking. 
This  population  will  surely  include  individuals 
with  other  problems  in  their  lives:  the  desire  or 
need  for  therapy  regarding  drinking  is  the  req- 
uisite detail.  For  those  whose  drug(s)  of  choice 
was  other  than  alcohol,  Narcotics  Anonymous 
may  be  the  appropriate  referral.  Many  addicts 
alternate  between  these  two  groups  and  occa- 
sionally utilize  more  specifically  targeted  groups 
as  well,  eg.  Cocaine  Anonymous. 

Al-Anon  and  Nar-Anon,  and  specialized 
groups  for  Adult  Children  of  Alcoholics/Addicts 
(COAs)  are  available  for  those  who  have  been 
affected  by  the  drug  use  of  another.  The  prin- 
ciples of  these  fellowships  are  the  same  as  those 
found  in  other  “Anonymous”  groups.  A very 
common  misunderstanding  centers  on  the  mis- 
conception that  Al-Anon,  for  example,  is  a group 
to  teach  a spouse  or  significant  other  how  to  stop 
the  drinker  from  drinking.  Wrong.  Al-Anon  is 
a fellowship  which  provides  support  for  and 
guidance  to  those  who  are  involved  with  drinkers 
by  providing  insight  as  to  how  they  may  live  con- 
tented lives  whether  the  drinker  in  question  is 
dry  or  sober  or  not. 

Finally,  a burgeoning  array  of  self-help  groups 
is  developing  around  other  issues.  The  physician 
may  find  it  helpful  to  investigate,  eg.  Gamblers 
Anonymous,  Overeaters  Anonymous  or  Sex  and 
Love  Addicts  Anonymous,  groups  that  address 
issues  that  may  be  confronted  among  recovering 
alcoholics. 

For  further  information  on  a particular  self- 
help/mutual-help  group,  consult  the  white  pages 
of  the  telephone  directory  or  call  Information. 
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’ For  an  illuminating  discussion  of  self-help  that  shows  the  extent 
to  which  behavioral  strategies  are,  in  fact,  imbedded  in  AA  proc- 
esses, see  McCrady,  B,  and  Irvin,  A,  “Chapter  10:  Self-Help 
Groups,”  pp  153-169,  in  Hester,  RK  and  Miller,  WR,  Handbook 
of  Alcoholism  Treatment  Approaches:  Effective  Alternatives,  Pergamon, 
New  York,  1989. 

■'  Kurtz,  E,  Not-God:  A History  of  Alcoholics  Anonymous,  Hazelden, 
Center  City.  Minnesota,  1980,  p 214. 

NB  Unattributed  quotations  are  comments  heard  at  AA  meetings 
and  are  attributable  only  to  anonymous  members  and  the  livelv 
folk  tradition  of  AA. 


Address  correspondence  to:  Box  1865,  Brown  Uni- 
versity, Providence,  RI  02912  (401)  863-3831. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  biood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  tor  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3. 4 j tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE 

Protecting  healthcare  providers  in  Rhode  Island  with  insurance  is  a job  no  one  person  can  do. 

At  Starkweather  & Shepley,  Inc.,  there’s  a special  team  of  twenty  experienced  professionals 
involved  with  protecting  Rhode  Island  physicians,  hospitals,  dental  practices,  laboratories,  ER 
facilities  and  free  standing  clinics. 

These  twenty  professionals  know  the  importance  of  quick,  accurate  response  to  the  critical 
insurance  needs  and  unique  problems  of  the  medical  community. 

With  over  285  years  of  cumulative  experience,  the  Starkweather  & Shepley  team  of  medical 
liability  specialists  is,  quite  simply,  the  best  in  the  field. 

There  is  no  alternative  to  experience. 

STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street  • Providence,  Rhode  Island  02903 
(401)  421-6900 

Insurance  Since  1879 


Detoxification  of  the  Chemically 
Dependent  Patient 

Alan  A.  Wartenberg,  MD 


In  patients  with  a history  of  severe  with- 
drawal, or  when  medical  or  psychiatric 
conditions  make  the  alcohol  withdrawal 
syndrome  more  dangerous  (such  as  coro- 
nary heart  disease,  diabetes,  hyperten- 
sion, chronic  lung  or  liver  disease,  depres- 
sion or  psychosis),  an  inpatient  or 
residential  setting  should  be  considered. 


The  Chemically  Dependent  Patient  in  Medical 
Practice 

An  estimated  20  million  Americans  regularly  use 
beverage  alcohol  in  the  United  States.  There  are 
about  800,000  heroin  addicts,  with  a larger  num- 
ber of  occasional  and  regular  abusers  of  medic- 
inal opiates.  Between  two  and  three  million 
Americans  take  non-prescribed  hypnosedative 
drugs  regularly.  In  addition,  the  use  of  cocaine 
and  other  stimulants  is  widespread,  with  at  least 
five  million  regular  users  of  cocaine  in  the  US.‘ 
Patients  with  chemical  dependency  (CD)  are 
overrepresented  in  medical  practice;  while  they 
may  comprise  5-8  percent  of  the  adult  US  pop- 
ulation, 15-30  percent  of  patients  in  office  prac- 
tice, 30-40  percent  of  patients  in  general  hospi- 
tals, and  50  percent  or  more  of  patients  in  public 
hospitals  may  have  primary  or  secondary  CD 
problems.^ 

Acute  or  subacute  discontinuation  of  alcohol, 
hypnosedatives,  opiates  and  cocaine  is  associated 
with  mild  to  severe  syndromes  which  complicate 
other  medical,  surgical  or  psychiatric  conditions, 
and  can  result  in  significant  morbidity  or  mor- 
tality. Since  the  great  majority  of  patients  with 
CD  do  not  fit  the  standard  stereotype  of  the 
“drunk”  or  “junkie,”  diagnosis  is  often  missed. 


Alan  A.  Wartenberg,  MD,  is  Coordinator  of  Medical 
Services  for  the  Substance  Abuse  Treatment  Center, 
Roger  Williams  General  Hospital,  and  Assistant  Pro- 
fessor of  Medicine  at  Brown  University,  Providence, 
Rhode  Island. 


This  may  result  in  the  development  of  hyper- 
autonomic  states  and/or  delirium  tremens  (DTs), 
seizures,  or  drug-seeking  behavior,  failure  to  fol- 
low recommended  treatment  or  leaving  the  hos- 
pital against  advice. 

It  is  important  for  practicing  physicians  to  be- 
come familiar  with  the  tools  needed  for  making 
a CD  diagnosis.  As  in  all  of  medicine,  the  primary 
tool  is  the  medical  history.  A complete  list  of  all 
psychoactive  substances,  prescribed  or  non-pre- 
scribed, should  be  included  in  all  histories.  Sim- 
ple techniques,  such  as  the  CAGE  questionnaire 
(Fig  1),  or  asking  whether  patients  believe  they 
have  ever  had  an  alcohol  problem  and  whether 
they  have  used  alcohol  in  the  last  24  hours, ^ may 
yield  a presumptive  diagnosis  in  many  patients. 


ABBREVIATIONS  USED: 

AWS:  alcohol  withdrawal  syndrome 
BAC:  blood  alcohol  concentration 
CAGE:  see  figure  I 

COPD:  chronic  obstructive  pulmonary  disease 

CD:  chemical  dependency 

DTs:  delerium  tremens 

GGT:  gamma-glutamyl-tra?ispeptidase 

IM:  intramuscular 

MCV : mean  corpuscular  volume 

NPO:  nothing  by  mouth 

PO:  by  mouth 

Q:  every 

(HD:  four  times  per  day 

SGPT:  serum  glutamic  pyruvic  transaminase 

SGOT:  serum  glutamic-oxaloacetic  transaminase 
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Understaiuliiig  laboratory  markers,  sucli  as  hy- 
peruricemia, liyperli|)i(lemia,  elevated  (i(i  I , 
MCV,  S(d>T/S(;0  I (S(;0  r>S(;FI  ),  and  the  use 
of  blood  alcohol  concentrations  and  urine  toxi- 
cology screens,  may  aid  the  physician  in  the  di- 
agnosis. 

Alcohol  Detoxification 

Patients  at  risk  for  alcohol  withdrawal  have  usu- 
ally been  drinking  daily,  generally  consuming 
over  100  grams  absolute  ethanol  per  day  (one 
standard  chink  = 12-14  grams)  for  at  least  7 
days.  At  such  levels  of  consum))tion,  the  Alcohol 
Withdrawal  Syndrome  (AWS)  is  usually  mild,  in- 
creasing in  severity  with  increasing  amounts  of 
alcohol  and  duration  of  use.  However,  consid- 
erable variability  occurs  in  individual  alcohol  me- 
tabolism, body  mass,  gender,  age;  conccjmitant 
medical  conditions,  and  use  of  other  drugs  may 
alsc3  alter  the  development  and  severity  of  AWS. 

Patients  with  a high  blood  alccjhol  concentra- 
tion (over  150  mg  percent)  who  appear  only  min- 
imally intc3xicated  are  at  greater  risk  of  serious 
AWS,  as  are  those  with  BAG  over  300  mg  percent 
who  are  conscious  and  alert.  One  should  not  rely 
on  the  smell  of  alcohol  on  the  breath;  the  BAG 
should  be  measured. 

Figure  1 

THE  CAGE  QUESTIONNAIRE 

C — HAVE  YOU  EVER  TRIED  TO  CUT  DOWN 
ON  YOUR  DRINKING? 

A — DO  YOU  GET  ANGRY  OR  ANNOYED  WITH 
COMMENTS  ON  YOUR  DRINKING: 

G — DO  YOU  EVER  FEEL  GUILTY  ABOUT 
YOUR  DRINKING? 

E — DO  YOU  NEED  AN  EYEOPENER  UPON 
ARISING  (A  MORNING  DRINK)? 

Diagnosis 

The  AWS  is  initially  marked  by  anxiety,  rest- 
lessness, insomnia,  anorexia,  diaphoresis,  tach- 
ycardia, systolic  hypertension,  hyperreflexia  and 
tremor  (Stage  1).  In  addition,  headache,  nausea/ 
vomiting  and  diarrhea  may  be  present.  This  oc- 
curs 6-12  hours  after  a reduction  in  the  usual 
blood  alcohol  concentration,  and  if  uncompli- 
cated will  peak  at  24-36  hours,  resolving  within 
48-72  hours.  In  some  patients  auditory  halluci- 
nosis may  occur,  with  preservation  of  orientation 
and  judgement,  usually  at  36-72  hours  (Stage  II). 
In  5-15  percent  of  patients  grand  mal  seizures 
will  occur,  usually  at  12-48  hours  into  the  course 
(Stage  III).  They  generally  involve  a single  sei- 
zure, but  a salvo  of  2-4  seizures  with  intervening 


consciousness  is  not  infre(]uent.  Status  e[)ilejjti- 
cus  is  unusual.  First  seizures  should  be  evaluated 
as  one  would  any  seizure;  increased  suspicion  of 
an  underlying  disorder  is  warranted  if  seizures 
are  focal,  occur  more  than  72  hours  after  dis- 
continuance of  alcohol,  or  any  neurological  ab- 
normality is  present. 

Fhe  most  severe  form  of  AWS  is  delirium  tre- 
mens (Stage  IV).  I here  is  marked  autonomic  hy- 
j)eractivity,  with  profuse  diaphoresis,  tremor  and 
hyperjjyrexia,  as  well  as  global  confusion  and 
florid  hallucinations,  which  may  be  auditory,  vis- 
ual, tactile  (jr  olfactory,  and  may  be  fused.  Pa- 
tients who  have  sustained  accidental  or  surgical 
trauma  and  those  with  severe  medical  illness 
(pancreatitis,  pneumonia  or  gastrointestinal 
hemorrhage)  or  other  severe  stresses  are  at  great- 
est risk  of  developing  DTs.  Stage  IV  AWS  gen- 
erally occurs  at  72-96  hours,  and  may  last  for 
several  days.  Patients  who  have  had  a seizure  may 
be  at  greater  risk  of  developing  DTs  later  in  their 
course. 

Hypoglycemia  and  hypomagnesemia  should 
be  sought  for  and  treated  if  present.  General  care 
of  fluid,  electrolyte  and  acid-base  status  is  im- 
portant in  more  seriously  ill  patients.  A metabolic 
acidosis  is  generally  secondary  to  alcoholic  ke- 
tosis, but  methanol  and  ethylene  glycol  ingestion 
should  be  excluded.  All  patients  should  receive 
adequate  thiamine  (initially  100  mg  by  mouth  or 
intramuscularly  in  debilitated  patients)  and  mul- 
tivitamin support,  including  Vitamin  G,  niacin, 
folic  acid  and  pyridoxine. 

Treatment 

A schema  for  treatment  of  AWS  is  outlined  in 
Table  1.  In  mild  cases  of  Stage  I AWS,  with  no 
history  of  prior  seizures  or  DTs  and  no  serious 
underlying  medical  or  psychiatric  problems, 
treatment  may  be  limited  to  extensive  psycho- 
social support  (social  setting  detoxification).  If 
the  patient  has  adequate  social  support,  outpa- 
tient detoxification  may  be  considered.  There 
should  be  a responsible  relative  or  friend  to  pro- 
vide monitoring  and  administer  medications.  One 
or  two  days  of  medication  can  be  provided,  with 
telephone  contact  urged  if  the  condition  wors- 
ens. The  patient  should  be  seen  every  one  or  two 
days  until  signs  of  AWS  have  abated.  In  patients 
with  a history  of  severe  withdrawal,  or  when 
medical  or  psychiatric  conditions  make  the  AWS 
more  dangerous  (such  as  coronary  heart  disease, 
diabetes,  hypertension,  chronic  lung  or  liver  dis- 
ease, depression  or  psychosis),  an  inpatient  or 
residential  setting  should  be  considered. 
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Table  1.  Treatment  of  Alcohol  Withdrawal 


1 . All  patients  should  have  adequate  medical 
evaluation  for  concomitant  medical/surgical/ 
psychiatric  conditions. 

2.  All  patients  should  receive  thiamine  prior  to 
treatment,  and  continued  nutritional  and  vitamin/ 
mineral  support  should  be  considered. 

3.  Minimal  syndrome  — Drug-free,  reassurance 
given,  adequate  but  appropriate  stimulation,  milieu 
support  (social  setting  detoxification). 

4.  Mild  syndrome  — Chlordiazepoxide  10-25  mg  po 
QID  for  2-5  days,  regular  contact  with  clinician, 
titrate  dosage  as  needed. 

5.  Moderate  syndrome  — Chlordiazepoxide  50-100 
mg  po  initially,  then  25  mg  Q 3-4h  for  first  24 
hours,  then  taper  total  dose  by  25-33%/day. 

6.  Severe  syndrome  — Chlordiazepoxide  50-100  mg 
po  initially,  then  50-100  mg  Q 1-2h  until 
adequately  sedated,  then  dc  and  observe  for  at 
least  48h. 

7.  Emergency  management  — if  very  severe, 
diazepam  5-10  mg  IV  slow  push  (2-5  mg/min), 
may  be  repeated  prn,  or  Lorazepam  2-5  mg  IM  or 
IV  may  be  given  and  repeated.  When  stable  use 
po  regimen  as  above. 

Cautions: 

1.  Other  benzodiazepines  listed  in  Table  2 may  be 
used  in  equivalent  doses  and  appropriate 
intervals.  Lorazepam  and  oxazepam  offer 
advantages  in  very  debilitated  patients  or  those 
with  severe  liver  disease  or  COPD. 

2.  Diazepam  and  clordiazepoxide  are  poorly 
absorbed  IM  and  generally  should  not  be  given 
by  that  route.  Lorazepam  is  well  absorbed  IM 
and  lasts  3-4  hours.  Initial  dose  should  be  a mg 
or  less. 

3.  Patients  must  be  carefully  monitored.  Signs  of 
oversedation  should  lead  to  withholding  doses 
and  decreasing  subsequent  doses.  Continued 
withdrawal  should  prompt  increased  dose  or  re- 
evaluation  of  choice  of  drug,  dosing  interval 
and/or  route  of  administration,  presence  of 
hypoglycemia  or  hypo-magnesemia. 


Treatment- Pharmacotherapy 

No  one  drug  regimen  is  clearly  superior  to  others 
in  the  treatment  of  AWS."*  Virtually  all  authori- 
ties agree  that  benzodiazepines  are  the  drugs  of 
choice.  Barbiturates  (except  for  phenobarbital), 
paraldehyde,  other  barbiturate-like  hypnoseda- 
tives,  phenothiazines  and  alcohol  offer  no  sig- 
nificant advantages  and  are  more  toxic  and  dif- 
ficult to  administer,  and  should  generally  be 
avoided.  Chlordiazepoxide,  diazepam  and  clor- 
azepate  are  long-acting,  well  absorbed  and  offer 
a smooth  course  of  action.  In  mild  cases,  chlor- 
diazepoxide 25  mg  3-4  times  daily  for  48  hours, 
then  10  mg  3-4  times  daily  for  48  hours  is  ade- 
quate. 

In  moderate  to  severe  cases,  50-100  mg  may 


be  given  initially  and  repeated  every  1-4  hours 
until  symptoms  are  controlled  and  a mild  state 
of  sedation  achieved;  the  required  dose  (usually 
200-400  mg  in  24  hours)  may  then  be  given  in 
divided  doses  and  reduced  by  25-33  percent  per 
day,  observing  for  signs  of  oversedation  or  re- 
emergence  of  withdrawal  signs.  The  ecpiivalent 
doses  of  other  hypnosedatives  may  be  used,  with 
care  to  give  at  appropriate  intervals  (Table  2). 
Chlordiazepoxide  or  diazepam  offer  significant 
advantages  of  smooth  and  rapid  absorption,  long 
duration  of  action  and  gradual  decline  in  blood 
levels,  as  well  as  low  cost.  In  patients  with  severe 
lung  or  liver  disease  (carbon  dioxide  retention 
or  decompensated  cirrhosis),  shorter  acting  drugs 
(lorazepam  and  oxazepam)  may  be  safer. 

Barbiturates,  barhiturate-like  hypnosed- 
atives, and  benzodiazepines  are  similar  to 

alcohol  in  their  mood-altering  effect,  and 

may  be  subject  to  abuse. 

In  general,  drugs  should  be  given  by  mouth. 
Chlordiazepoxide  is  not  well  absorbed  intramus- 
cularly, and  that  route  should  be  avoided.  Di- 
azepam absorption  is  predictable  only  from  del- 
toid sites,  but  injection  is  painful.  If  parenteral 
drug  or  rapid  induction  is  required,  diazepam  5 
mg  IV  can  be  given  (over  2 minutes)  every  15- 
30  minutes  until  control  is  achieved.  Lorazepam 
(Ativan®)  is  very  well  absorbed  intramuscularly, 
and  lasts  for  3-5  hours;  an  initial  dose  of  0.5-1 
mg  should  be  given,  and  then  incremental  doses 
of  up  to  5 mg  can  be  given  (dependent  upon 
clinical  response).  Lorazepam  can  also  be  given 
IV  with  a longer  duration  of  action  than  diaze- 
pam. Repeated  doses  of  IV  diazepam  may  result 
in  late  over-sedation.  If  the  patient  progresses 
despite  treatment,  complicating  factors  or  an  al- 
ternative diagnosis  should  be  sought,  and  the 
drug  choice,  dosage  and  route  of  administration 
reevaluated.^ 

Beta-blockers  may  be  used  to  control  tachy- 
cardia and  elevated  pressure  in  the  presence  of 
underlying  coronary  heart  disease  or  hyperten- 
sion, but  should  not  replace  appropriate  use  of 
benzodiazepines.  The  clinician  should  be  espe- 
cially cautious  in  giving  hypnosedatives  to  pa- 
tients still  under  the  influence  of  alcohol.  BAG 
concentration  should  be  measured  prior  to  treat- 
ment (breath  analysis  is  an  acceptable  method); 
inappropriate  use  of  sedatives  in  an  over-sedated 
and  combative  patient  may  result  in  “paradoxi- 
cal” excitation,  or  in  respiratory  depression  with 
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Table  2 — Hypnosedative  Drugs 

Generic 

Trade 

Half- 

Equiva- 

Name 

Name 

Life 

lent 

Dose 

Phenobarbital 

Luminal 

24-140  h 

30  mg 

Pentobarbital 

Nembutal 

15-48  h 

100  mg 

Secobarbital 

Seconal 

19-34 

100  mg 

Butalbital 

Butisol 

34-42  h 

60  mg 

Meprobamate 

Miltown 

Equanil 

6-17  h 

400  mg 

Ethchlorvinol 

Placidyl 

10-25  h 

350  mg 

Glutethimide 

Doriden 

5-22  h 

250  mg 

Methyprylon 

Noludar 

4-15  h 

100  mg 

Chloral  Hydrate 

Noctec 

4-10  h 

500  mg 

Alprazolam 

Xanax 

12-15  h 

0.5  mg 

Chlordiazepoxide 

Librium 

10-24  h 

10  mg 

Clorazepate 

Tranxene 

30-200  h 

7.5  mg 

Diazepam 

Valium 

26-55  h 

5 mg 

Flurazepam 

Dalmane 

23-100  h 

15  mg 

Lorazepam 

Ativan 

10-20  h 

1 mg 

Oxazepam 

Serax 

515  h 

15  mg 

Temazepam 

Restoril 

10  h 

15  mg 

Triazolam 

Halcion 

2-4  h 

0.5  mg 

its  attendant  complications.  In  addition,  a l)lood 
sugar  is  desirable  since  hypoglycemia  may  both 
mimic  and  complicate  the  AWS. 

If'  delirium  is  present  and  does  not  respond 
to  benzodiazepines,  haloperidol  or  droperidol 
may  be  used  in  usual  doses  for  acute  psychoses. 
If  the  patient  is  confused  or  hallucinating,  but 
not  agitated,  treatment  need  not  be  given.  Hy- 
pomagnesemia may  cause  tremor,  lowered  sei- 
zure threshold  and  ventricular  irritability;  levels 
should  be  obtained  in  seriously  ill  patients,  and 
consideration  given  to  routine  replacement.  Oral 
magnesium  supplements  are  available  which  are 
well  tolerated  (Mag  Plus®,  Slow  Mag®);  paren- 
teral replacement  may  be  necessary  in  debilitated 
patients  or  with  symptomatic  hypomagnesemia. 

Hypnosedative  Detoxification 

Barbiturates,  barbiturate-like  hypnosedatives, 
and  benzodiazepines  are  similar  to  alcohol  in  their 
mood-altering  effects.  The  rapidly  acting  highly 
lipophilic  drugs  have  the  most  mood-altering  ef- 
fect, and  are  highly  subject  to  abuse.  These  in- 
clude secobarbital  pentobarbital,  ethchlorvinyl, 
glutethimide,  methaqualone,  diazepam,  loraze- 
pam  and  alprazolam.  However,  all  of  these  drugs 
may  be  abused,  particularly  in  those  who  may 
not  be  able  to  obtain  their  drug  of  choice.  The 
most  commonly  used  of  these  drugs,  and  their 
equivalent  potencies  and  half-lives  are  given  in 
Table  2. 

The  initial  treatment  of  hypnosedative  abuse 
requires  detoxification.  The  abstinence  syn- 
drome is  similar  to  that  of  alcohol,  but  onset. 


duration  and  severity  vary  considerably.  Ihe 
shot  ter  half-life  drugs  are  most  likely  to  j^roduce 
seizuies  and  deliiium.  While  longer  half-life 
comj)ounds  produce  less  withdrawal,  in  some  in- 
dividuals where  metabolism  of  the.se  drugs  may 
be  accelerated  (those  with  significant  tolerance, 
who  are  drinking  large  amount  of  alcohol,  or 
using  drugs  such  as  j)henytoin),  significant  with- 
drawal syndromes  can  develop  after  di.scontin- 
uance  or  dose  reduction  of  long-acting  hypno- 
sedatives. 

Patients  who  are  on  prescribed  hypnosedatives 
for  more  than  two  weeks  should  in  general  be 
tapered  off  the  drug  over  5-10  days.  In  older 
individuals,  the  shorter-acting  drugs  in  higher 
doses  are  more  likely  to  cause  significant  al)sti- 
nence  symptoms.  Such  patients  may  require 
longer  periods  of  tapering.  Alprazolam,  for  ex- 
ample, if  given  in  doses  of  2-4  mg/day,  should 
be  tapered  over  a 4-8  week  period.  An  individual 
taking  4 mg  daily  should  have  the  dose  reduced 
by  0.5  mg  week  and  should  be  carefully  moni- 
tored. Some  patients  may  be  able  to  tolerate  more 
rapid  tapering,  but  close  observation  for  auto- 
nomic hyperactivity  and  markedly  increased  anx- 
iety is  required.  In  some  cases,  it  is  difficult  to 
differentiate  the  return  of  pre-existing  anxiety 
from  the  abstinence  syndrome,  but  the  latter  is 
often  associated  with  light-headedness  and  par- 
esthesias.^ 

In  hyponosedative  abusers,  sudden  discontin- 
uance may  lead  to  status  epilepticus  and  delirium 
tremens.  Tolerance  can  be  determined  using  the 
pentobarbital  method  of  Wesson  and  Smith. 
Pentobarbital  200  mg  by  mouth  is  given  initially; 
if  after  one  hour  no  signs  of  toxicity  appear  (se- 
dation, sustained  nystagmus,  dysarthria,  ataxia 
or  lability  of  mood),  an  additional  100  mg  is  given 
hourly,  until  either  the  point  of  toxicity  or  800 
mg  total  is  reached.  The  total  required  dose  is 
then  converted  into  phenobarbital  (100  mg  Pen- 
tobarbital = 30  mg  phenobarbital)  and  that 
amount  is  given  in  divided  doses  three  or  four 
times  a day,  tapering  by  5-20  percent  per  day.  It 
may  be  preferable  to  give  the  first  24  hours  of 
phenobarbital  intramuscularly,  since  oral  ab- 
sorption is  slow,  and  it  should  be  given  no  sooner 
than  four  hours  after  the  last  pentobarbital  dose, 
and/or  when  the  patient  is  not  clinically  intoxi- 
cated. 

Opiate  Detoxification 

Opiate  abstinence  is  characterized  by  intense  drug 
craving,  myalgias,  abdominal  and  back  pain,  nau- 
sea, vomiting  and  diarrhea.  Mild  to  moderate 
autonomic  hyperactivity  is  seen,  with  tachycar- 
dia, tremor  and  diaphoresis.  In  addition,  lacri- 
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mation,  rhinorrhea,  mydriasis  and  pilorection 
occur;  the  latter  phenomenon  gives  rise  to  the 
term  “cold  turkey”  for  sudden  cessation  of  oj)iate 
use,  since  “gooseflesh”  is  common.  Seizures  and 
delirium  are  not  part  of  the  syndrome;  if  present, 
an  alternative  or  concurrent  condition  should  be 
suspected.  Abstinence  syndromes  from  street 
heroin  vary  according  to  drug  purity.  Currently 
in  Rhode  Island,  very  pure  heroin  is  present  on 
the  street.  An  average  “bag”  of  heroin  contains 
up  to  10  mg  of  heroin,  with  lactose,  quinine  or 
other  powders  as  filler.  An  average  habit  may  be 
one  “bundle”  or  10  bags,  containing  up  to  100 
mg  of  heroin,  and  costing  $200  or  more  daily. 

Withdrawal  may  be  carried  out  with  metha- 
done for  abusers  of  most  opiates;  propoxyphene, 
pentazocine  and  codeine  also  may  be  used  in  ta- 
pering doses  for  abusers  of  those  drugs.  Meth- 
adone 5-10  mg  is  given  by  mouth,  and  may  be 
repeated  after  3-4  hours,  titrating  to  removal  of 
objective  signs  of  withdrawal.  In  general,  meth- 
adone is  inappropriate  unless  clear  signs  of  with- 
drawal (particularly  mydriasis  and  piloerection) 
are  present,  or  if  the  patient  is  known  to  be  using 
high  doses  of  medicinal  opiates  or  methadone 
that  can  be  verified.  Most  patients  on  short-acting 
opiates  can  be  controlled  with  20-40  mg  meth- 
adone daily.  This  can  then  be  given  in  a single 
morning  or  evening  dose,  and  the  dose  tapered 
by  about  20  percent  of  the  original  total  dose  per 
day.  Patients  who  are  not  already  on  a metha- 
done maintenance  program  cannot  legally  be 
maintained  on  methadone  and  must  be  detoxi- 
fied. 

In  patients  who  are  NPO,  two-thirds  of  the 
usual  methadone  dose  may  be  given  intramus- 
cularly in  2-4  divided  doses.  Care  should  be  taken 
not  to  give  Naloxone  since  it  will  precipitate  se- 
vere withdrawal.  Mixed  agonist-antagonist  drugs 
such  as  pentazocine  may  also  cause  withdrawal. 
If  such  a reaction  occurs,  clonidine  may  be  used 
to  ameliorate  symptoms. 

Opiate  addicts  may  present  extremely  manip- 
ulative and  drug-seeking  behavior.  Clinicians  with 
skills  and  experience  with  addiction  should  be 
consulted.  Patients  may  present  multiple  subjec- 
tive symptoms  of  withdrawal  without  any  con- 
comitant objective  signs.  The  detoxification 
should  proceed  as  scheduled  unless  clear-cut  and 
severe  re-emergence  of  objective  withdrawal  signs 
occur.  If  required,  clonidine  may  be  used  to  sup- 
plement the  methadone  withdrawal  (see  below). 
Frequent  urine  toxicology  screens  should  be  ob- 
tained to  look  for  surreptitious  use  of  drugs  in 
hospital;  the  act  of  voiding  should  be  observed 
by  staff,  or  it  should  be  done  in  a setting  which 


precludes  exchange  of  urine.  I'he  patients  should 
be  told  upon  admission  that  these  screens  will  be 
done,  and  what  the  consequence  will  be  for  drug 
use  in  hospital  (discharge,  restriction  to  room,  no 
visitors,  etc). 


Withdrawal  may  he  carried  out  with 
methadone  for  abusers  of  most  opiates; 
propoxyphene,  pentazocine,  and  codeine 
may  he  used  in  tapering  doses  for  abusers 
of  these  drugs. 


Opiate  withdrawal  symptoms  may  be  signifi- 
cantly mitigated  with  clonidine,  an  alpha-2  ago- 
nist, which  reduces  the  autonomic  and  vasomo- 
tor signs,  and  to  some  extent  ameliorates  craving.® 
For  low-dose  opiate  habits,  or  for  those  on  low 
doses  of  methadone  (30  mg  or  less),  clonidine 
may  be  successful  as  the  sole  agent  used  in  with- 
drawal. A single  0.1  mg  dose  may  be  given  by 
mouth  if  the  blood  pressure  is  greater  than  100 
systolic,  and  then  may  be  repeated  every  1-3 
hours,  keeping  the  systolic  pressure  over  90  mm. 
Alternately,  0.1  mg  may  be  given  four  times  a 
day  the  first  day,  then  increased  to  0.2  mg  QID 
the  second  day,  0.3  mg  QID  on  day  3,  with  0.1 
mg  doses  available  on  a prn  basis,  holding  for 
lower  systolic  pressures.  Once  the  patient  has  sta- 
bilized, the  dose  should  be  decreased  by  0.1  mg 
per  day  until  it  is  discontinued.  A limiting  feature 
is  the  development  of  significant  hypotension;  if 
this  occurs,  the  patient  should  be  placed  in  Tren- 
delenberg  position,  and  fluids  may  be  required. 
Pressors  are  rarely  needed. 

In  patients  undergoing  methadone  detoxifi- 
cation, smaller  supplemental  doses  of  clonidine 
(0. 1 mg  every  3-4  hours)  may  be  used,  but  hy- 
potension may  be  more  frequent.  Patients  who 
are  on  very  high  doses  of  heroin,  or  those  on  40 
mg  or  more  of  methadone,  generally  do  not  tol- 
erate clonidine  detoxification  well.  Expert  con- 
sultation should  be  sought  from  those  with  ex- 
perience in  opiate  detoxification.  Most  patients, 
regardless  of  method  of  detoxification,  will  ex- 
perience significant  symptoms,  which  may  last 
for  several  weeks  or  longer.  Reassurance  as  to 
ultimate  improvement  should  be  given,  and  ef- 
forts made  to  use  non-pharmacological  tech- 
niques, such  as  relaxation  therapy,  biofeedback, 
exercise  and  a supportive  milieu.  Severe  muscle 
pain  may  be  treated  with  non-steroidal  antiin- 
flammatory drugs,  cramps  and  diarrhea  with  an- 
tispasmodics,  and  insomnia  with  the  short-term 
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and  judicious  use  of  liyjjuosedalives.  L-lrypto- 
|)haii  has  been  used  but  recent  rej)orts  of  eosiu- 
oj)bilia  have  led  to  its  witbdiawal. 

Newer  Techniques  in  Detoxification 

I be  use  of  loading  doses  of  l)eu/.odiazej)iues  has 
been  studied  extensively,  and  aj)pears  to  be  a safe 
and  effective  way  of  managing  the  AWS."’  " In 
this  tecbnicjue,  cblordia/.epoxide  50-100  ing,  di- 
azepam 10-20  mg  or  e(]uivalent  dose  (jf  long- 
acting  benzodiazejjine  is  given  by  mouth  every 
hour  to  a patient  in  withdrawal  until  they  reach 
the  earliest  end-point  of  toxicity  (see  byponsed- 
ative  detoxification  above).  The  dose  required  to 
reach  the  endpoint  should  reflect  the  level  of 
tolerance  of  the  individual,  and  thus  should  he 
an  individual  titration.  The  long  half-life  of  the 
benzodiazepine  than  provides  an  “auto-taper.” 
No  further  drug  is  usually  needed  after  the  in- 
itial loading;  3-6  doses  are  generally  required. 
Disadvantages  include  potential  oversedation,  es- 
pecially in  those  with  lung  and  liver  disease,  and 
the  potential  reemergence  of  withdrawal  in  thcjse 
who  metabolize  the  drug  unusually  rapidly.  The 
advantages  are  rapid  return  to  a sense  of  well- 
being, shorter  hospital  stay,  and  less  drug-seek- 

i»g- 

Carbamazepine  (Tegretol®)  is  being  increas- 
ingly used  for  both  alcohol  and  hypnosedative 
withdrawal. While  initial  reports  appear 
promising,  further  study  with  larger  numbers  of 
patients  are  needed,  as  well  as  clarification  of 
dosage  and  duration  of  treatment.  If  effective, 
it  may  simplify  the  relatively  cumbersome  cur- 
rent methods  of  hypnosedative  withdrawal,  which 
often  require  several  weeks  of  treatment,  in- 
crease inpatient  expenses  or  necessitate  giving 
potentially  abusable  drugs  to  drug  abusers  as  out- 
patients. 

A number  of  methods  for  reducing  the  time 
required  for  opiate  withdrawal,  particularly  from 
larger  doses  of  methadone,  have  been  devel- 
oped, but  require  considerable  staff  expertise  in 
techniques.  These  include  using  either  paren- 
teral naloxone  or  oral  naltrexone  to  precipitate 
withdrawal,  then  giving  high  doses  of  clonidine 
to  treat  the  withdrawal  symptoms.*^  This  results 
in  an  opiate  “washout,”  with  an  overall  shorter 
duration  of  dysphoric  symptoms,  although  they 
are  more  intense  in  the  short  run.  High  dose 
benzodiazepine  therapy  has  also  been  proposed 
for  opiate  withdrawal.'^  The  above  techniques 
should  not  be  considered  the  current  standard 
of  care;  their  use  should  be  limited  to  those  with 
specific  skills  with  detoxification. 


Conclusions 

(diemical  dependency  is  widespread  both  in  so- 
ciety and  in  patients  jiresenting  with  medical 
pi'oblems.  Physicians  need  to  develoj)  skills  in  the 
detoxification  of  these  patients.  Patients  may 
present  with  multiple  drug  withdrawal  syn- 
dromes. It  is  not  uncommon  for  patients  to  be 
using  alcohol,  benzodiazepines  and  cocaine,  or 
heroin  and  cocaine  (“sjieedballing”),  or  any  com- 
bination of  drugs,  file  clinical  picture  can  be 
confusing,  but  tlie  general  princijiles  of  treat- 
ment remain  the  same.  In  cases  where  there  is 
doubt  as  to  diagnosis  or  approj^riate  manage- 
ment, expert  consultation  should  be  sought.  It  is 
also  important  for  physicians  to  make  referrals 
to  the  social  work  and/or  psychiatric  service  to 
assist  in  referring  patients  into  treatment  pro- 
grams. 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  ever}'  four  of  your 
patients  has  overweiglit  problems 
that  need  medical  help. ..the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  1 (),()()()  physicians!  To  more  than 
250, ()()()  patients! 

Medifast  will  work  for  you,  too. 

Patients  lose  weiglit  with  a 
program  of  physician-superv  ised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


nUlNINIi  MANCAl.S 

The  Medifast  Program  includes; 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 
Nutritionally  complete. 


UfcStylcs:  HATIKNT  SUPK)R  I 


★ Lifestyles  - Ihe  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

★ Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

★ Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 

★ Ncdional  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know.  Doctor,  that  more  tradi- 
tional methods  of  weiglit  reduction 


are  simply  ineffective.  And,  severe 
overw  eight  threatens  your  patient’s 
health.  Primar}'  Care  Physicians  of 
ever}'  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  POR  I FOl.IO 


For  complete  information  call  toll-free 

1-800-638-7867 

Or  write: 

The  Nutrition  Institute  of  Maryland 

William  J.  Vitale,  M.D. 

Director,  Clinical  Serv'ices 
1840  York  Road,  Suite  H 
Timonium,  MD  2109.5 


The  riiysic'ians'  Answer  to  Weifttit  Cnntml. 


©Jason  Pharmaceuticals  1989 


If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserve  s New  Specialized 
Training  Assistance  Program. 

Your  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident’s  schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  tolhfree,  hSOO-USA-ARMY 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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The  Community  Gatekeeper  Training 
Model  for  Reducing  Alcohol  Abuse  and 
Alcohol-Related  Injury 
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The  use  and  abuse  of  alcohol  has  been 
identified  as  the  single  most  important  hu- 
man factor  associated  with  fatal  injuries. 


Alcohol-Related  Injury 

Injury  is  the  fourth  leading  cause  of  death  in  the 
United  States,  and  the  leading  cause  of  “years  of 
productive  life  lost.”  Injury,  in  this  context,  in- 
cludes both  intentional  events  such  as  homicide, 
suicide  or  injuries  due  to  assault;  and  uninten- 
tional events  such  as  motor  vehicle  crashes  and 
falls.  Among  young  adults,  injury  is  the  leading 
cause  of  mortality.' 

Injuries  are  not  random  events.  Even  uninten- 
tional injuries  are  rarely  purely  “accidental,”  that 


Catherine  R.  Harrington,  MS,  is  Director  of  the  Rhode 
Island  Community  Alcohol  Abuselhijury  Prevention 
Project,  Rhode  Island  Department  of  Health,  Provi- 
dence, Rhode  Island. 


Sandra  L.  Putnam,  PhD,  is  Former  Director  of  the 
Rhode  Island  Community  Alcohol  Abuselhijury  Pre- 
vention Project  and  Director  of  the  Health  Services 
Research  Center,  University  of  Tennessee  iVIedical 
Center,  Knoxville,  Tennessee. 


William  J.  Waters,  Jr,  PhD,  is  Associate  Director  of 
Health  Policy,  Rhode  Island  Department  of  Health, 
Providence,  Rhode  Island. 


Avery  M.  Colt,  MA,  is  with  Spectrum  Research  Serv- 
ices, Inc.,  Warwick,  Rhode  Island. 


is,  without  cause  or  predisposing  conditions.  On 
the  contrary,  the  epidemiology  of  injury  (ie,  the 
scientific  study  of  the  incidence,  etiology,  and 
prevention  of  injury)  identifies  specific  factors 
associated  with  elevated  risk  for  these  events. 

The  use  and  abuse  of  alcohol  has  been  iden- 
tified as  the  single  most  important  human  factor 
associated  with  fatal  injuries.^  Alcohol  consump- 
tion is  associated  with  20  percent  of  motor  vehicle 
crashes  resulting  in  severe  injury,  and  50  percent 
of  crashes  resulting  in  fatal  injury.^  Use  of  alcohol 
is  implicated  in  a large  proportion  of  homicides, 
rapes,  assaults  and  robberies.^ 

Injury  is  the  fourth  leading  cause  of  death  in 
Rhode  Island.  Motor  vehicle  crashes  and  homi- 
cides accounted  for  42  percent  of  all  injury  deaths 
in  the  state  in  1986.  The  1980  Health  Interview 
Survey,  sponsored  by  The  Rhode  Island  De- 
partment of  Health,  found  that  71  percent  of 
Rhode  Island  residents  over  age  17  consume  al- 
cohol, and  8 percent  of  those  who  drink  are  con- 
sidered to  have  an  alcohol  problem.  When  com- 
pared with  other  states  (1978),  Rhode  Island 
ranked  12th  in  per  capita  consumption  of  legal 
alcoholic  beverages.  A 1983  report  by  the  Rhode 
Island  Department  of  Health  found  heavy  in- 


ABBREVIATIONS  USED: 

DWI:  driving  while  intoxicated 

NHTSA:  National  Highway  Traffic  Safety 

Administration 

SAIVE:  Stop  Alcohol-Related  Injury  Through 
Voluntary  Effort 
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volvenient  of  alcohol  in  both  home  injury  and 
traffic-related  deaths,  and  estimated  total  direct 
and  indirect  costs  of  alcohol  abuse  in  the  state, 
in  1979  dollars,  at  $283.5  million.^ 

The  Alcohol  Abuse/Injury  Prevention  Project 

In  1984,  the  Rhode  Island  Department  of  Health 
received  funding,  under  a Cooperative  Agree- 
ment with  the  US  Centers  for  l)isease  Catntrol 
and  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism,  to  develop  and  test  an  innovative 
approach  to  reducing  alcohol-related  injuries  in 
a community.'’ 

Traditional  strategies  to  reduce  alcohol  abuse 
have  focused  on  public  education  efforts,  in- 
creased regulation  and  enforcement,  and  other 
programs  directed  specifically  to  problem  drink- 
ers. Their  primary  objective  has  been  to  influ- 
ence the  drinker  to  avoid  excessive  drinking  and 
its  adverse  behavioral  secjuelae,  such  as  drunken 
driving  or  domestic  violence. 

The  effectiveness  of  programs  targeted  solely 
to  drinkers  is  limited,  however,  by:  (1)  the  ad- 
dictive nature  of  alcohol,  (2)  the  loss  of  judge- 
ment and  control  associated  with  alcohol  de- 
pendence, and  (3)  the  willingness  of  “gatekeepers” 
— family  members,  alcoholic  beverage  servers, 
police  — to  make  excuses  for  problem  drinking 
rather  than  intervening  to  help  control  the  prob- 
lem. 

Gatekeepers  as  Enablers 

Whitfield  argues  that  the  family  is  a system  which 
seeks  to  protect  its  integrity  and  ensure  its  con- 
tinuance through  adaptation  to  stressful  events 
and  changing  conditions.  In  alcoholic  families, 
this  often  means  that  other  members  of  the  fam- 
ily, or  “codependents,”  adapt  to  the  family  mal- 
function and  to  the  alcoholic’s  disease,  getting 
“sick”  themselves  in  the  process.  This  assuming 
of  responsibility  for  the  alcoholic’s  behavior  “en- 
ables” the  alcoholic  to  continue  drinking.^ 

Reynolds  has  observed  that  this  same  enabling 
behavior  occurs  in  the  community,®  for  example, 
when  alcoholic  beverage  servers  give  an  intoxi- 
cated person  “just  one  more  drink,”  or  when  peers 
view  extreme  alcohol  consumption  as  appropri- 
ate behavior.  It  also  occurs  when  police  fail  to 
charge  an  injured  motor  vehicle  crash  victim  with 
drunken  driving  because  he  or  she  has  “already 
suffered  enough,”  or  when  an  emergency  room 
physician  fails  to  record  the  role  of  alcohol  in- 
volvement in  the  injury  event  in  the  medical  re- 
cord. The  project  adapted  enabling  theory  to  the 
community  in  devising  its  intervention  strategy. 

The  intervention  strategy  in  this  community 


gatekeejjer  training  model  differs  from  tradi- 
tional aj)j)roaches  in  two  ways,  first,  it  is  directed 
at  changing  the  knowledge,  attitudes  and  ena- 
bling behaviois,  not  of  problem  drinkers,  but  of 
gatekeepers  in  their  occupatitmal  roles  as  regu- 
latois  of  community  drinking  practice,  fwo 
gioups  of  gatekeepers  are  servers  (ie,  people  who 
sell  or  serve  alcoholic  beverages  in  licensed  liquor 
establishments)  and  law  enforcement  officers, 
file  reasoning  is  that  servers  and  police  officers 
are  at  the  “front  line”  of  alcohol-related  injury 
prevention  due  to  their  legally-defined  respon- 
sibility to  control  intoxication  and  driving  while 
intoxicated. 

The  intervention  strategy  in  this  com- 
munity gatekeeper  training  model  differs 
from  traditional  approaches  . . . it  is  di- 
rected at  changing  the  knowledge,  atti- 
tudes and  enabling  behaviors,  not  of  prob- 
lem drinkers,  but  of  gatekeepers  in  their 
occupational  roles  as  regulators  of  com- 
munity drinking  practice. 

Second,  the  intervention  is  to  be  implemented 
at  the  community  level,  on  the  assumption  that 
drinking  is  largely  a local  social  activity.  Through 
the  project,  a Community  Coordinator  was  lo- 
cated in  the  one  demonstration  community  to: 
(1)  mobilize  community  support,  (2)  secure  the 
cooperation  of  community  leaders,  servers,  po- 
lice officers,  and  others,  and  (3)  help  train  gate- 
keepers to  understand,  accept,  and  practice  “dis- 
enabling” responses  to  intoxication  and  problem 
drinking  by  bar  patrons,  motor  vehicle  opera- 
tors, hospital  patients,  and  others. 

Project  Organization 

The  initial  18  months  of  the  project  were  devoted 
to:  research;  planning  and  development  activi- 
ties; staffing;  baseline  data  collection  and  anal- 
yses; selection  of  one  demonstration  community 
and  two  matched  control  communities;  and  se- 
curing community  involvement. 

1.  Staffing.  The  project  was  divided  into  two 
components  — a research  evaluation  component 
and  an  intervention  program  component.  Twelve 
full  and  part-time  staff  members  were  employed 
in  the  project  under  the  direction  of  the  project 
director.  An  expert  Advisory  Committee  was  es- 
tablished, which  was  critical  to  the  success  of  the 
project. 

2.  Baseline  Research.  Three  Rhode  Island  com- 
munities were  selected  for  the  project,  based  on 
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size,  incidence  of  alcohol-related  health  prob- 
lems, socio-demographic  characteristics,  and 
community  resources.  For  purposes  of  matching, 
baseline  data  were  collected  for  the  three  Rhode 
Island  cities  and  towns,  including  socio-demo- 
graphic characteristics  of  the  population,  vital 
statistics,  hospital  discharge  data,  and  police  sta- 
tistics on  motor  vehicle  crashes  and  arrests.  The 
goal  was  to  collect  similar  baseline  and  followup 
data  for  three  communities  to  track  secular  trends 
in  outcome  variables  and  to  properly  attribute 
intervention  effects. 

3.  Selecting  Demonstration  and  Control  Commu- 
nities. The  demonstration  community,  Woon- 
socket, was  selected  at  random;  the  control  com- 
munities were  Newport  and  Westerly.  Continuous 
hospital  and  police  records  abstraction  proce- 
dures were  developed  and  instituted  in  all  three 
communities  to  provide  data  for  evaluating  the 
success  of  the  intervention  program  in  reducing 
morbidity  and  mortality  resulting  from  alcohol- 
related  injuries. 

4.  Community  Involvement.  At  project  inception, 
the  project  director  and  principal  investigator  met 
with  civic  and  political  leaders,  local  media,  police 
and  hospital  personnel,  and  alcohol  treatment 
specialists  in  the  three  communities  to  talk  about 
project  goals  and  to  get  their  cooperation  with 
data  collection.  When  Woonsocket  was  chosen  as 
the  intervention  site,  1 V2  years  into  the  project, 
the  project’s  community  coordinator  was  wel- 
comed by  the  Woonsocket  civic  leadership,  whose 
cooperation  made  a vital  contribution  to  project 
success.  The  community  coordinator  was  invited 
to  participate  as  a member  of  the  Woonsocket 
Mayor’s  Task  Force  on  Drug  and  Alcohol  Abuse, 
and  was  provided  with  office  space  in  City  Hall 
for  the  project’s  local  headquarters. 

Choice  of  Interventions 

After  reviewing  relevant  prevention  literature, 
project  staff  selected  three  main  intervention 
modalities  consistent  with  the  theoretical  model 
of  fostering  “disenabling”  behaviors  among  com- 
munity gatekeepers:  (1)  training  in  responsible 
service  of  alcoholic  beverages,  (2)  increased  and 
improved  liquor  law  enforcement,  and  (3)  com- 
munity mobilization.  With  involved  Woonsocket 
community  leaders,  the  intervention  aspect  of 
the  project  was  given  its  own  name  — Woon- 
socket Says  Stop  Alcohol-Related  Injury  through 
Voluntary  Effort  (SAIVE). 

1.  Responsible  Alcohol  ServicelTraining.  The  first 
intervention  effort  was  designed  to  secure  the 
cooperation  of  owners  and  managers  of  package 
stores,  bars,  restaurants  and  private  clubs  in 


Woonsocket  in  a training  program  to  increase 
responsible  alcohol  service.  Owners  and  man- 
agers of  liquor  establishments  were  asked  to  adopt 
a written  policy  statement  endorsing  principles 
of  responsible  alcohol  service  based  on  Rhode 
Island  dram  shops  laws  (ie,  that  alcoholic  bev- 
erages not  be  sold  or  served  to  minors  or  to  visibly 
intoxicated  adults).  Owners  and  managers  were 
then  asked  to  have  their  sales  and  service  per- 
sonnel participate  in  a training  program,  which 
had  been  developed  and  tested  by  the  National 
Highway  Traffic  Safety  Administration 
(NHTSA).  This  program  taught  servers  tech- 
niques for  identifying  minors  and  intoxicated  pa- 
trons, and  for  denying,  slowing  down,  or  cutting 
off  service.  The  training  program  also  informed 
them  of  their  legal  liability  if  they  failed  to  obey 
dram  shop  laws  and  taught  them  ways  to  protect 
customers’  safety. 

2.  More  Intensive  and  Visible  Law  Enforcement. 
The  second  intervention  was  to  secure  the  co- 
operation of  the  Chief  of  Police  and  other  law 
enforcement  personnel  in  Woonsocket  to  partic- 
ipate in  programs  to  increase  arrest  rates  for  DWI 
and  other  liquor  law  violations,  and  to  reduce 
levels  of  drunken  driving.  Police  officers  were 
trained  (again  using  NHTSA  materials)  to  rec- 
ognize intoxication  in  drivers,  to  operate  breath- 
alyzer equipment,  and  to  conduct  sobriety  check- 
points. They  were  also  trained  to  record  alcohol 
involvement  on  special  project  forms  to  improve 
reporting  of  alcohol  in  traffic  violations,  assaults, 
and  related  non-DWI  arrests.  The  police  officers 
were  encouraged  to  increase  radar  patrols,  so- 
briety checkpoints,  and  selective  enforcement 
visits  to  liquor  establishments. 

The  goal  of  alcoholic  beverage  licensee  in- 
terventions was  to  enforce  dram  shop  laws 

and  local  ordinances;  for  example,  reduce 

sales  or  service  of  alcoholic  beverages  to 

minors  and  visibly  intoxicated  adults. 

3.  Community  Mobilization  and  Publicity.  The  third 
intervention  was  to  mobilize  the  influence  of  civic 
and  political  leaders  behind  the  program,  and  to 
encourage  broad  media  coverage  of  project  ac- 
tivities. The  purpose  was  to  gain  credibility  and 
support  for  the  project,  to  encourage  gatekeep- 
ers to  participate  in  the  project,  and  to  educate 
the  public  in  the  dangers  involved  in  drinking  in 
high  injury  risk  situations. 

Alcoholic  Beverage  Licensee  Interventions 

The  goal  of  alcoholic  beverage  licensee  interven- 
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tions  was  to  enloice  drain  shop  laws  and  local 
ordinances,  for  example,  reduce  sales  or  service 
of  alcoholic  beverages  to  minors  and  visibly  in- 
toxicated adults.  The  sites  for  intervention  were 
Woonsocket’s  17  off-premise  establishments 
(package  stores)  and  80  on-premise  establish- 
ments (bars,  restaurants,  private  clubs). 

draining  programs  were  established  by  the 
(^immunity  (Coordinator  and  local  server  train- 
ers using  videotape  and  other  materials  devel- 
oped by  NH  rSA,  sujjplemented  by  educational 
modules  produced  by  the  project,  such  as  a 20- 
minute  videotape  featuring  the  Rhode  Island 
laquor  (Control  Administrator  explaining  Rhode 
Island  li(]uor  laws.  The  (Community  (Coordinator 
met  owners  and  managers  in  person  to  secure 
their  particijjation.  Informal  leaders  of  the  local 
alcoholic  beverage  licensee  community  were  in- 
volved in  promoting  the  program  among  their 
peers,  and  two  were  recruited  as  SAIVE  trainers. 

The  Mayor’s  Task  Force  on  Drug  and  Alcohol 
Abuse  passed  a resolution  supporting  the  SAIVE 
server  training  program,  and  participated  in  the 
project  in  an  advisory  capacity.  The  City  Council 
passed  an  ordinance  reducing  penalties  for  local 
liquor  ordinance  violations  for  establishments 
which  had  adopted  the  SAIVE  policy  statement 
and  trained  their  personnel.  Local  media  pro- 
vided extensive  publicity. 

Of  pivotal  importance  to  the  project  was  the 
existence  of  the  Rhode  Island  Liquor  Liability 
Act,  which  makes  owners,  managers,  and  servers 
liable  for  damages  caused  by  illegally  served  pa- 
trons. This  was  exemplified  midway  through  the 
project  when  a 20-year  old  drunk  driver  died  in 
a single-car  motor  vehicle  crash  after  being  served 
in  a Woonsocket  bar.  As  a consequence  of  this 
event,  a 7-day  license  suspension  and  a fine  were 
levied  against  the  establishment,  and  the  victim’s 
mother  brought  a $2  million  suit  for  civil  dam- 
ages. Reaction  in  the  server  and  licensee  com- 
munity was  immediate  and  intense,  and  contrib- 
uted to  the  success  of  the  server  training  program. 

Law  Enforcement  Interventions 

The  goal  of  the  SAIVE  law  enforcement  inter- 
vention program  was  to  substantially  (and  meas- 
urably) increase  enforcement  of  laws  against:  (1) 
driving  while  intoxicated,  and  (2)  selling  or  serv- 
ing alcoholic  beverages  to  minors  or  visibly  in- 
toxicated adults. 

Through  the  commitment  and  with  the  assist- 
ance of  the  police  planning  group,  particularly 
the  Operations  Officer  and  the  Training  Officer, 
Woonsocket  officers  were  trained  by  project  staff 
and  police  experts  in  recognizing  intoxicated  be- 


havior, objectively  measuring  levels  of  intoxica- 
tion, and  their  legal  liability  in  dealing  with  in- 
toxicated citizens.  1 he  0)inmunity  Coorditiator 
and  the  I’roject  Director  trained  officers  to  re- 
cord alcohol  involvement  on  spec  ial  project  fc^rms. 

All  members  of  the  Woonsocket  police  force 
had  received  training  in  recognizing  and 
measuring  intoxication,  the  role  of  alcohol 
in  police  work,  police  liability  in  dealing 
with  intoxicated  citizens,  and  on-scene  in- 
vestigation of  motor  vehicle  crashes. 

The  prefect  provided  infe^rmation,  equipment, 
and  technical  support  fc:n  increased:  (1)  radar 
patrols  for  speeding  and  assessment  of  alcohc^l 
involvement,  (2)  roadblocks  used  as  “sobriety 
checkpoints,”  which  were  funded  by  NH'fSA 
through  the  Rhode  Island  Governc^r’s  Office  cjn 
Highway  Safety,  and  (3)  selective  enforcement 
patrols  (ie,  random  spot  checks  cjf  alccjholic  bev- 
erage establishments  by  plain  clcjthes  detectives 
to  identify  illegal  sales  cjr  service  cjf  alccjholic  bev- 
erages). Intensive  local  media  ccjverage  was  given 
to  law  enforcement  activities  and  cc:>ntributed  to 
their  deterrent  effect. 

Post-Project  Evaluation 

By  the  end  of  the  demonstration  project,  after 
18  months  of  baseline  study  and  30  months  of 
intervention,  the  following  objectives  were 
achieved: 

• 100  percent  of  off-premise  establishments  and 
79  percent  of  on-premise  establishments  had 
adopted  written  policies  for  responsible  alco- 
hol service. 

• 388  sales  and  service  personnel  had  been 
trained  in  the  techniques  for  responsible  al- 
cohol service.  This  represents  nearly  61  per- 
cent of  servers  estimated  to  be  employed  in 
the  community. 

• All  members  of  the  Woonsocket  police  force 
had  received  training  in  recognizing  and 
measuring  intoxication,  the  role  of  alcohol  in 
police  work,  police  liability  in  dealing  with  in- 
toxicated citizens,  and  on-scene  investigation 
of  motor  vehicle  crashes. 

• The  police  department  had  initiated  73  so- 
briety checkpoints,  47  additional  radar  patrols, 
and  1 1 selective  enforcement  patrols  covering 
300  visits  to  liquor  establishments. 

Numerous  process  measures  indicate  success 
in  community  mobilization  to  secure  cooperation 
of  gatekeepers,  civic  and  political  leaders,  and 
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the  media.  For  example,  the  Mayor’s  Task  Force 
on  Drug  and  Alcohol  Abuse  has  allocated  $6,500 
to  hire  trainers  to  continue  server  training  and 
to  provide  funding  to  the  local  police  department 
to  conduct  selective  enforcement  patrols  in 
Woonsocket. 

The  project  had  a substantial  impact  on  the 
community,  in  that  staff  were  able  to  implement 
a program  that  the  community  supported  and 
chooses  to  continue  on  its  own.  As  well,  gate- 
keepers, media  sources,  and  community  leaders 
have  been  found,  through  this  project,  to  be  com- 
mitted supporters  of  the  continuing  effort  to 
promote  responsible  drinking  and  to  reduce  in- 
jury. 

The  project  had  a substantial  impact  on 
the  community. 

Baseline  and  followup  surveys  of  alcoholic  bev- 
erage servers  show  an  increase  in  knowledge 
about  alcohol-related  injury,  and  improved  at- 
titudes and  behavior  with  regard  to  “disenabling” 
illegal  or  problem  drinkers.  Also,  police  depart- 
ment efforts  in  enforcing  DWI  liquor  law  and 
local  ordinances  were  increased  as  a result  of  this 
project.  The  Department  of  Health,  through  the 
Community  Alcohol  Abuse/Injury  Prevention 
Project,  is  currently  evaluating  the  impact  of  the 
project  on  injury  mortality  and  morbidity  rates 
in  Woonsocket,  over  time  and  as  compared  with 
the  control  communities. 

Conclusion 

On  the  whole,  the  community  gatekeeper  train- 
ing model  appears  to  be  a feasible  and  effective 
method  for  reducing  alcohol  abuse  and  alcohol- 
related  injury  in  a community  setting.  This  sug- 
gests that  the  model,  along  with  public  education 
and  programs  targeted  specifically  to  problem 
drinkers,  should  be  implemented  as  a standard 
part  of  a comprehensive  alcohol  abuse  and  injury 
prevention  program  statewide. 
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Adolescent  Substance  Abuse  Survey: 
Statewide  Findings  for  1988 


Today  in  Rhode  Island,  deaths  among  children  and  ado- 
lescents are  relatively  rare  and  the  majority  of  these  cases 
are  injury-related  (in  1987,  injuries  accounted  for  75  per- 
cent of  deaths  for  Rhode  Islanders  ages  10  through  19). 
Among  teenagers  many  of  the.se  injury-related  deaths  can 
he  linked  to  some  form  of  substance  abuse,  hence  they  are 
preventable. 

During  1988,  the  Rhode  Island  Department  of  Health 
designed  and  implemented  a substance  abuse  survey  (ie,  on 
tobacco,  alcohol,  and  drugs)  among  adolescents.  I'he  study 
contains  responses  from  26.6  percent  of  Rhode  Island’s 
public-school  students  in  grades  7 through  12  (n  = 15,013). 

The  data  reveal  a pattern  of  substance  abuse,  epidemic 
in  scope,  that  begins  in  elementary  school  and  increases 
throughout  the  high  school  years.  A clear  example  of  the 
pervasiveness  of  alcohol  abuse  can  be  seen  in  Figure  1 which 
shows  the  percent  of  adolescents  who  admitted  recently 
getting  drunk.  Among  7th  graders,  10  percent  said  they 
were  drunk  at  least  once  during  the  previous  month.  This 
rate  increased  to  over  49  percent  for  seniors. 

Further  evidence  of  the  pervasiveness  of  substance  abuse 
among  teenagers  can  be  seen  in  Figure  2.  Thirty-two  per- 
cent of  12th  graders  acknowledged  some  illegal  drug  used 
during  the  previous  month.  Crack/cocaine  was  taken  by 
about  16  percent  of  these  adolescents. 

Cigarette  smoking  is  another  serious  health  risk  prevalent 
among  adolescents,  one  whose  negative  effects  will  gener- 
ally not  be  evident  for  many  years.  Figure  3 shows  that  35 
percent  of  the  12th  grade  girls  smoke.  This  is  especially 
noteworthy  given  that  only  24  percent  of  adult  Rhode  Island 
women  use  cigarettes. 


Figure  2.  Other  Health  Risks  of  7th  and  12th  Grad- 
ers, Rhode  Island  1988. 
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Risk  taking  among  adolescents  has  a serious  impact  on 
our  highway  safety.  More  than  half  of  the  12th  graders  (52 
percent)  said  that  they  had,  at  least  once,  ridden  with  a 
driver  who  was  impaired  by  alcohol  and/or  drugs. 

For  further  details  on  adolescent  substance  abuse  in  Rhode 
Island,  please  refer  to:  Adolescent  Substance  Abuse  Survey: 
Statewide  Findings  1988.  Office  (tf  Health  Promotion,  Rhode 
Island  Department  of  Health. 

Figure  1 . Percent  of  Adolescents  who  “Got  Drunk” 
During  One  Month,  Rhode  Island  1988. 


Figure  3.  Percent  of  Adolescents  Smoking  Ciga- 
rettes, Rhode  Island  1988. 
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Submitted  by  the  Office  of  Health  Promotion,  Robert  J.  Marshall  Jr  PhD,  Chief.  Health  By  Numbers  is  edited  by  Jay  S.  Buechner,  PhD,  and 
William  J.  Waters,  Jr,  PhD. 


464 


Rhode  Island  Medical  Journal 


icsDReport 


Mon 


Provisional  OccurretfiseTDIiffProm  the  Division  of 

Vi 


H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


HOPE 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period 

12  Months 

Ending  with  July  1989 

July  1989 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1,392 

14,953 

15.1* 

Deaths 

707 

9,688 

9.8* 

Infant  deaths 

(20) 

(143) 

9.6t 

Neonatal  deaths 

(16) 

(109) 

7.3t 

Marriages 

803 

8,341 

8.4* 

Divorces 

248 

3,755 

3.8* 

Induced  Terminations 

667 

8,005 

535.3t 

Spontaneous  Fetal  Deaths 

97 

1,132 

75.7t 

Under  20  weeks’  gestation 

(90) 

(997) 

66.7t 

20  + weeks’  gestation 

(7) 

(114) 

7.6t 

‘Rates  per  1,000  estimated  population. 

tRates  per  1 ,000  live  births. 

Underlying  Cause  of 

Reporting  Period 
April  1989 

12  Months  Ending  with  April  1989 
Number  (a)  Rates  (b)  YPLL  (c) 

Death  Category 

Diseases  of  the  Heart 

Number  (a) 

290 

3,580 

360.5 

5,100.5 

Malignant  Neoplasms 

183 

2,425 

244.2 

7,749.5 

Cerebrovascular  Diseases 

45 

615 

61.9 

994.0 

Injuries  (Accident,  Suicide,  Homicide) 

39 

434 

43.7 

9,659.0 

COPD 

26 

316 

31.8 

444.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 


Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 


Service 


Consulting 


Research 


Education 


Computerizing  doesn’t 
have  to  be  risky,  or 
expensive! 

We’ve  developed  a library  of  proven, 
nationally  marketed  medical  bUling/office 
management  software. 

From  the  single  provider  practice,  to 
the  large  multi-specialty  clinics,  our  cus- 
tomers computerize  with  confidence. 

We  don’t  sell  a softwcU'e  product  un- 
less it  meets  our  standards  and  a mini- 
mum requirement  of  1,000  successful! 
medical  installations. 

Call  New  England’s  fastest  growing 
health  care  computer  company  for  pricing 
information  and  a free  video  tape 
demonstration. 

G Barry  & Associates,  Inc. 
(401)  331-9770 


PHYSICIAN’S 

OFFICE  SPACE  AVAILABLE 
IN  CRANSTON 

Excellent  for  ancillary  office. 

Can  be  rented  for  three  hour 
segments  or  full  days.  Good  referral 
potential. 

Contact:  Ronna 

RI  Medical  & Emergency  Services 
480  Atwood  Avenue  Avenue 
Cranston,  RI  02920 
(401)  943-4540 
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Fifty  Years  Ago  (December y 1939) 

The  lead  article,  entitled  “Anorexia  Nervosa”  and 
written  by  George  H.  Alexander,  MD  of  Butler 
Hospital,  provides  the  reader  with  a careful  anal- 
ysis of  the  psychological  components  which  may 
underlie  this  disorder.  The  author  presents  a de- 
tailed case  history:  “A  fifteen-year-old  girl  who 
had  progressively  decreased  her  food  intake  in 
order  to  lose  weight,  was  admitted  to  the  hospital 
about  ten  months  after  starting  to  diet.  Her  weight 
had  fallen  from  130  to  73  pounds  and  there  was 
extreme  emaciation,  hypotension,  bradycardia, 
very  low  basal  metabolic  rate,  and  suppressed 
menses.  Mild  personality  disturbances  were  pres- 
ent. Treatment  for  five  months  by  restricted 
physical  activity,  high  caloric,  high  vitamin  diet, 
intensive  hormone  injection  and  psychotherapy 
produced  no  significant  improvement,  physically 
or  mentally.  All  endocrine  therapy  was  then  ab- 
ruptly omitted  and  treatment  continued  only  by 
the  use  of  diet  and  psychotherapy.  The  response 
was  immediate,  favorable,  and  progressive. 
Within  four  months  the  patient  has  attained  a 
weight  of  116  pounds  and  was  physically  and 
mentally  improved  to  the  extent  that  discharge 
from  the  hospital  was  possible.  This  sudden  and 
dramatic  shift  toward  recovery  was  simultaneous 
with  the  discontinuance  of  all  endocrine  therapy 
and  with  a favorable  change  in  emotional  fields 
during  the  course  of  psychotherapy. 

“The  psychotherapeutic  approach  revealed  the 
true  reason  for  the  patient’s  dieting  and  the  sub- 
sequent development  of  her  anorexia  nervosa. 
The  decisive  dynamic  factor  lay  in  the  anxiety 
created  by  a pregnancy  fantasy.  With  psycho- 
therapeutic treatment,  the  patient  was  enabled 
to  master  her  underlying  emotional  conflict,  and 
to  eat  adequately  again.  On  discharge  nine 
months  after  admission,  physical  and  mental 
health  was  normal  except  for  the  persistence  of 
amenorrhea.” 


The  lead  editorial,  this  being  December,  warns 
the  practicing  physician  that  this  is  the  season  for 
respiratory  tract  infection.  Of  the  many  respi- 
ratory infections,  the  editorial  notes,  the  most 
important  is  pneumococcus  pneumonia.  “Al- 
though the  incidence  of  this  disease  this  year  may 
be  as  great  or  greater  than  the  average,  it  will  be 
surprising  if  the  death  rate  is  not  by  far  the  lowest 
on  record.  This  will  be  due  to  two  main  factors: 
first,  that  positive  curative  methods  of  treatment 
[specific  serum  and  sulfapyridine]  are  available 
and  second,  that  the  medical  profession  in  gen- 
eral is  alive  to  the  situation  and  knows  the  efficacy 
of  these  measures  when  applied  early.  Serum 
treatment  has  now  been  developed  to  such  a de- 
gree that  not  only  are  specific  sera  for  all  types 
of  pneumococci  available  but  adequate  dosage 
and  methods  of  administration  are  well  under- 
stood. It  has  been  announced  that  for  indigent 
patients  serum  will  be  provided  free  of  charge 
by  the  State  Department  of  Health.  Sulfapyri- 
dine, too,  has  now  been  sufficiently  studied  so 
that  its  value  and  limitations  are  well  recognized. 
If  pneumonia  this  year  proves  to  be  anything  like 
the  fatal  disease  that  it  has  been  in  the  past  it  will 
be  directly  due  to  the  failure  of  the  medical 
profession  to  act  and  act  quickly  whenever  a case 
of  this  disease  is  diagnosed  or  even  suspected.” 

Rhode  Island  Hospital  announces  the  appoint- 
ment of  two  new  interns.  Dr  Charles  F.  Begg  and 
Dr  Edward  M.  Gunn. 

Memorial  Hospital’s  Intern  Alumni  Clinic  Day 
includes  numerous  teaching  clinics,  a symposium 
on  pyelonephritis,  peptic  ulcer,  luetic,  congenital 
and  bacterial  heart  diseases,  and  a clinical  path- 
ological conference  of  a 45-year-old  housewife 
with  intestinal  obstruction,  and  gangrenous  bowel 
possibly  due  to  a ruptured  Meckel’s  diverticu- 
lum. 

The  final  book  review  of  the  year  describes  a 
new  printing  of  Krafft-Ebing’s  text,  Psychopathia 
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Sexualis,  A Mcdico-fbrensic  Study,  rhis  page 
text  .sells  for  three  dollars. 


Twenty  Five  Years  Ago  (December,  1964) 

A summary  report  of  medical  activities  in  Wash- 
ington, prepared  by  the  American  Medical  As- 
sociation, details  President  Johnson’s  legislative 
program  for  health  care  [to  be  called  “medi- 
care”]. A policy  paper  issued  by  the  White  House, 
states:  “First,  we  must  provide  adequate  hospital 
and  nursing  home  care  for  our  senior  citizens  by 
a sound  program  financed  through  contributory 
social  insurance.  I pledge  that  the  legislation  to 
accomplish  this  will  head  my  program  next  year.” 
The  major  article  in  this  issue  is  written  by  Robert 
F.  Corrente,  MD,  and  is  entitled,  “Gastro-intes- 
tinal  Bleeding:  Less  Common  Causes  of  Bleeding 
Must  Be  Considered  in  Every  Case.”  Five  cases 
of  enteric  bleeding  are  analysed.  The  first  case 
describes  a six-year-old  male  with  an  adenoma- 
tous polyp  of  the  colon.  The  second  patient  is  a 
29-year-old  woman  with  chronic,  intermittent 
diarrhea.  Studies  suggested  that  the  accompa- 
nying rectal  bleeding  was  due  to  Butazolidin 
therapy.  The  third  patient  is  a 62-year-old  dia- 
betic male  who  died  as  the  result  of  a rare  lesion: 
an  arteriocholedochopseudoaneurysm  [hemo- 
bilia].  The  fourth  patient  is  a 72-year-old  women 
with  cerebrovascular  disease  and  rectal  bleeding, 
possibly  the  result  of  an  underlying  colonic  di- 
verticulosis.  The  fifth  case  is  a 43-year-old  male 
with  demonstrated  bleeding  duodenal  ulcer.  The 
patient  was  submitted  to  surgery,  “ . . . and  was 
found  to  have  a small,  active  duodenal  ul- 
cer . . . but  his  duodenal  disease  did  not  seem 
sufficient  to  cause  the  degree  of  bleeding  that 
had  been  observed.  . . . Exploration  of  the  re- 
mainder of  the  abdomen  revealed  ...  a benign 
leiomyoma  of  the  gastric  wall  with  the  overlying 
mucosa  showing  three  ulcerations,  one  of  which 
had  a blood  clot  at  its  base.” 

An  article  by  John  E.  Eogarty,  Congressman 
from  the  Second  Rhode  Island  District  is  entitled, 
“Education  Puts  Knowledge  to  Work.”  Eogarty 
states,  “These  are  exciting  and  dramatic  years  for 
anyone  associated  with  bringing  better  health  care 
to  the  American  people.  Never  before  have  health 
professionals  had  so  much  to  offer  to  so  many. 
And  never  before  have  your  services  been  so 
widely  and  urgently  demanded.” 


I he  article  continues:  “But  the  health  profes- 
sions can  render  the  full  service  of  which  they 
are  capable  only  when  the  people  they  serve  are 
taking  active  part  in  their  own  health  protection. 
For  every  man  or  woman  is,  to  a great  extent, 
his  own  “health  officer.”  Fhe  mother’s  decision 
determines  whether  or  not  her  child  is  protected 
against  jjolio  or  diphtheria.  I'he  father’s  decision 
to  have  a check-up  makes  possible  the  early  di- 
agnosis and  cure  of  a hidden  disease. 

Fogarty  concludes:  “The  health  professions 
have  no  substitute  for  these  individuals  decisions. 
They  can  provide  needed  services.  They  can  make 
these  services  conveniently  available  and  eco- 
nomically accessible.  But  health  is  a very  demo- 
cratic commodity.  It  depends  on  the  free  actions 
of  all  of  the  people.” 


Department  of  Mental  Health, 
Retardation  and  Hospitals 
Division  of  Substance  Abuse 
Detoxification  Unit 

Fully  Licensed  Physicians 

for  Part  Time 
Evening,  Weekend,  and 
Holiday  Coverage 
at  the 

Drug  & Alcohol  Detoxification  Unit 

Contact  Gail  Lamphere, 
Program  Manager 

464-2531 

8:30-4:00,  Monday  thru  Friday 
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OPPORTUNITY 


to  buy  a modern  six  unit 
professional  building  in 
North  Smithfield,  Rl. 
Location:  117  Eddie  Dowling 
Highway 
(across  from 

Fogarty  Memorial  Hospital) 

Medical  Office  Available 
Principals  Only 

Call 

Philip  Baron,  MD 
421-6737 

after  6 pm 


CANCER  . 

MRANOIA? 


ACID  RAIN  DCTKIC* 
COLO  SWEAT 


POLLUTION  ALERTER 
PRESSURE  MONITOR 


FIBER  COUNTER - 
VERY  CLEAN  AIR  — ■ 

FAimcULAJE  MONHDR — 
UNBtNCKVN  MONTTOR -► 
MONITOR  MONITOR 


BElT-fVLK  FOA  LST 


ftENTY  Of  EXEROSE 


Diet.  The  sun.  Radon.  If  seems  just  about 
every  day  there's  a nev/  cancer  warning.  No 
wonder  people  are  getting  a little  crazy.  But 
there  is  a simple  way  to  take  control  of  the  ^ 
situation.  And  your  life. 

Call  the  American  Cancer  Society's  toll-free 


SUN  SHIELD 
SMOKE  DETECIDK 
— ULTE/MOin  SEIWDB 
GKMMA  GOGGLES 
RADIO  FOE  CAECER  NEWS 
CONFUSED  EXPRESSION 

GEIGER  COUNTER 

SOLAR  SIDRM  ALARM 

RADON  DETECIDfi 
SUNSCREEN  SPRAYER 

STRESS  REGUUVION  MONITOR 


information  line.  Our  people  will  answer  any 
questions  you  hove  about  prevention  or  detec- 
tion. No  one  has  more  complete  and  up-to- 
date  information.  We'll  give  you  the  truth. 
The  facts.  The  personal  guidance  to  do 
what's  right. 


CALL  l*800*ACS*23ll5.  WE’LL  EASE  YOUR  MIND. 


AMERICAN 

^CANCER 

?SOaETY 
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INFORMATION  FOR  AUTHORS 


Alanuscripls:  Manuscripts  will  he  accepted  lot  coiisid- 
eiation  with  the  understanding  that  tliey  are  original 
contrihutions,  have  nevei  heen  puhlished  or  suhinit- 
ted  elsewheie,  and  are  suhtnitted  only  to  the  Rhode 
Isla nd  M edicn I Jo ii rnal. 

Specif icatiom:  Manusci  ipts  iniist  he  origitial  tyjred  cojjv 
(not  all  capitals)  on  H'/j  X 1 1 inch  linn  typewritten 
paper,  douhle-spaced  throughout  (including  title  page, 
text,  acknowledgments,  atid  references)  with  margins 
of  at  least  one  inch  and  using  hut  one  side  of  eacti 
page.  Tables,  charts,  and  legends  should  he  suhmitted 
separately  frotu  the  text,  and  referred  to  hy  numher 
(ie.  Fig.  1)  within  the  text.  Suhheadings  must  he  in- 
serted at  reasonahle  intervals  to  break  the  typographic 
monotonv  of  the  text.  Pages  mitst  be  numbered  con- 
secutivelv.  Italics  and  boldface  print  are  never  used 
except  as  subheadings. 

Abbreviations:  A'he Journal  attempts  to  avoid  tfie  use  of 
jargon  and  abbreviations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  be 
identified  in  tlie  text. 

Title  Page:  All  manuscripts  must  include  a title  page 
which  provides  the  following  information;  (1)  a con- 
cise and  informative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MD, 
PhD);  (3)  a concise  biographical  description  for  each 
author  which  includes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  affiliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  requests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  use  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  in  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  be  submitted,  and  such  illustrations 
numbered  consecutively  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figure  number,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
be  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
graphs and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriately  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  must  be  made  with  the  editors 
for  excessive  numbers  of  illustrations,  (iolor  plates  are 
not  acceptable. 

Identification  oj  Patients:  Names,  initials  should  not  be 
used.  Use  of  numbers  is  a preferable  form  of  iden- 
tification. 

Reprints:  Because  of  cost  considerations,  reprints  are 
not  provided  routinely  to  the  author(s).  Reprints  may 
be  ordered  separately  (100  copies  minimum  order) 
and  printing  costs  will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  them 
into  conformity  with  journal  st\  le,  which  is  in  com- 
pliance with  the  editorial  standards  of  the  AM  A.  How- 
ever, neither  the  editors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the 
pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  Where  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  the  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  publication;  volume  number;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  book  reference 
must  include  tbe  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  number.  If  the  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  be  addressed  to:  Managing  Editor,  Rhode 
Island  Mejical J owned,  106  Erancis  Street,  Providence, 
RI  02903. 


470 


Rhode  Island  Medical  Journal 


VASOTEC 


(ENALAPRILMALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (Enalapril  Maleale,  MSD)  is  contraindicaled  in  palients  who  are  hypersensilive  lo  ihis 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue  glottis,  and/or  larynx  has  been  reported  in 
patientstrealedwilhACE  inhibitors,  including  VASOTEC  Insuchcases.VASOtECshouldbepromptlydisconlinuedandthe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  Ihelaceand  lips, 
[he  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  invoivement  of  the  tongue,  glottis,  or 
iaryni  iikeiy  to  cause  airway  ODStruction.  appropriate  therapy,  eg.,  subcutaneous  epine^rine  soiution 
1:1000  (0.3  ml  to  O.S  ml),  shouid  be  promptiy  administered.  (See  ADVERSE  REACTIONS  i 
Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASljTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  ihe  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  insiruclions 
are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  (ollowing  cohditions  or  characterislics  heart  lailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  tailure  patients),  reduce  Ihe 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  inilialing  therapy  with  VASOTEC  in  patients  al  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  ot  IrealmenI  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
II  excessive  hypotension  occurs.  Ihe  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  nol  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dilliculty  once  Ihe  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  ot  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  lo  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  of  enalapril  are  insutlicieni  to  snow  lhal  enalapril 
does  not  cause  agranulocytosis  al  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neulropenia 
or  agranulocytosis  in  which  a causal  relationship  lo  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  pafienis  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  Ihe  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  funclion  may  depend  on  Ihe  activify  ot  the  renin-angiolensin-aldoslerone  system.  IrealmenI  with  ACE 
inhibilors,  including  VASOTEI^.  may  be  associated  with  oliguria  anrJ/or  progressive  azolemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the  firsl 
lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  disconlinualion  ol  Ihe  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
tunclion.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  Isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  disconhnualion 

Risk  laclors  lor  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  Ihe  concomilani  use 
ol  polassium-spaiing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  subslilules,  which  should 
be  used  cautiously,  ifal  all,  with  VASOTEC  (See  Drug  Interactions ) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enafapril  may  block  angiotensin  II  lormalion  secondary  fo  compensatory  renin  release  II  hypofension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism.  It  can  be  corrected  by  volume  expansion 
Inlormation  tor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  Ihe  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  lold  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swefling 
ol  lace,  extremities,  eyes,  lips,  tongue,  ditticulty  in  swallowing  or  breathing)  and  lo  lake  no  more  cfrug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness  especially  during  the  first  lew  days  ot  therapy  II 
acfual  syncope  occurs.  Ihe  palients  should  be  loir)  to  discontinue  Ihe  drug  until  they  have  consulted  with  Ihe  prescribing 
physician 

All  palients  should  be  cautioned  lhal  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  ot  reduction  in  tiuid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a fall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  ihe  physician 

Hyperkalemia.  Patients  should  be  lold  not  lo  use  sail  substitutes  containing  potassium  without  consulting  then 

physician 

Neutropenia  Patients  should  be  lold  lo  report  promptly  any  indication  ol  inleclion  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormation  is 
intended  lo  aid  in  the  sale  and  etteclive  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
ettecis 

Drug  Interactions 

Hypotension.  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  ettects  with  enalapril  can  be  minimized  by  either  disconlinuing  Ihe  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  IrealmenI  with  enalapril  It  il  is  necessary  lo  continue  Ihe  diuretic,  provide 
close  medical  supervision  alter  Ihe  initial  dose  lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  [east  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  aniihyperlensive  eltect  ol  VASOTEC  is  augmented  by  antihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomilantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  ihiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  Iriamterene.  or  amlloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signilicani  increases  in  serum  potassium  Therefore,  it  concomitant  use  ot  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 


Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  palients  receiving  concomilani  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  bolh  drugs  Although  a causal  relationship  has  nol  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  treguently 

Pregnancy- Category  C There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  limes  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rals 
given  1200  mg/kg/day  ol  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  letal  toxicite  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  al 
30  mg/kg/day  (50  times  Ihe  maximum  human  dose)  - „ , 


Radioactivity  was  found  lo  cross  Ihe  placenta  lollowing  administration  ol  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  lhal  show 
enalapril  crosses  Ihe  human  placenta  Because  Ihe  risk  ol  lelal  toxicity  with  Ihe  use  ol  ACE  inhibitors  has  nol  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleale.  MS(3)  should  be  used  during  pregnancy  only  it  Ihe  potential  benefit  luslilies  the 
potential  risk  lo  Ihe  fetus 

Poslmarkelmg  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  lirsI  trimester  ol  pregnancy  has  nol  been  reported  to  aftecl  letal  outcome  adversely 
Felal  exposure  during  the  second  and  thud  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy.  Ihere  have  been  reports  ol  hypotension  and  decreased 
renal  perlusion  in  Ihe  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  in  the  fetus  Inlants  exposed  in  ulero  to  ACE  inhibitors  shouid  be  closely  observed  lor  hypoten- 
sion. oliguria,  and  hyperkalemia  II  oliguria  occurs,  attenlion  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perlusion  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  pafent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it  is  not  clear  wnelher 
they  ate  related  lo  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rals  contains  radioactivity  lollowing  adminisiralionot  '<C  enalapril  maleale  II  is  nol 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  ate  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  ettecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  palients,  including  over  1000 
patterns  Heated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  conlrolled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  mosi  frequent  clinical  adverse  experiences  in  conlrolled  Inals  were  headache  (5  2%).  dizziness 
(4  3%).  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palienis  Heated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  tasn  (1 4%).  cough  (1 3%).  otihoslalic  ellecis  (1 2%).  and  asthenia  (1 1%) 

HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  conlrolled  and  uncontrolled  trials  were  dizzi- 
ness (79%).  hypotension  (6  7%).  orlhoslalic  ettects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (21%).  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  Heated  with  VASOTEC  in  bolh  controlled  and  uncon- 
trolled clinical  Inals  were  laligue  (18%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%).  angina  pectoris  (1 5%),  nausea  (1 3%),  vomiting  (1 3%).  bronchifis  (1 3%).  dyspnea 
(1  3%).  urinary  tract  mlection  (1 3%).  rash  (1  3%),  and  myocardial  inlarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  lo  1%  ol  patients  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accideni,  possibly  secondary  to  excessive 
hypotension  in  high-risk  palients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction, 
rhythm  disturbances,  alrial  librillalion,  palpitation 

Digestive  Ileus,  pancrealitis,  hepatitis  or  cholestatic  laundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric.  Depression,  conlusion,  alaxia.  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiraloiy  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteralion,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manilestalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  palienis  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs.  Heal- 
ment  with  VASOTEt)  should  be  discontinued  and  appropriate  Iherapy  insliluteo  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  palients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  iniliai  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  palienis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  palienis  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  Iherapy  in  1 9%  ol  palients  with  heart  failure 
(See  WARNItCS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ol  Iherapy.  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomilani  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  nearl  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  Iherapy,  were  observed  in  aboul  11%  of  patients  fncreases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hemalocril  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  Heated  with  VASOTEC  bul  are 
rarely  ot  clinical  imporlance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  palients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neulropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  inilial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued tor  two  to  three  days  before  beginning  Iherapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS  ) II  the  patient  s blood  pressure  is  not  conlrolled  wilh  VASOTEC  atone,  diuretic  Iherapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  iwo 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  palienis  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily  ihe  antihyperlensive  elieci  may  dimmish  toward  the  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  iwice-daily  administration  should  be  considered  If  blood  pressure  is  nol  con- 
trolled with  VASOTEC  atone,  a diurefic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplemenK  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiustmenl  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  palients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  Ihe  first  dose  is  2 5 mg  once  daily  the  dosage  may  be 
titrated  upward  until  blood  pressure  is  conlrolled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  Alter  Ihe  initial  dose  ol  VASOtEC,  Ihe  patient  should  be  observed  under  medical  supervision 
lor  al  feasi  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Druginleractions ) If  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  alter  Ihe  initial  dose  of  VASOTEC  does  nol  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  etteclive  managemeni  ol  the  hypotension  The  usual  Iherapeulic  dosing  range  lor 
Ihe  IrealmenI  ol  heart  failure  is  5 to  2(5 mg  daily  given  in  Iwo  divided  doses  The  maximum  daily  dose  is  40  mg  Ohce-daily 
dosing  has  been  elfective  in  a controlled  study,  but  neatly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  ihere  has  been  much  mote  experience  with  iwice-daily  dosing  In  addition,  in  a placebo-con- 
Irolled  study  which  demonstrated  reduced  morlality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 lo  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ettects ) Dosage  may  be  adiusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Ad/ustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  palients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  Iherapy  should  be  initialed  al  2 5 nig 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE/ 
CAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  al  intervals  ol  lour  days  or  more,  il  al  Ihe  lime  ol  dosage  adiustmenl  Ihere  is  nol  MSD 

excessive  hypotension  or  signilicani  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  
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